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ROBABLY no field of human endeavor is in 

such a state of confusion as that of child guid- 
ance, which had scarcely been heard of fifty years 
ago. Today, everybody wants to guide the child. 
The discovery that “the child” was a fallow field 
for exploitation aroused enthusiasts from many 
walks of life. Teachers, social workers, district 
nurses, clinical psychologists, lay psychoanalysts, 
and religious leaders, have laid claim o 
the ability to solve the problems of childhood. 
The United States Government itself has recog- 
nized the importance of this movement and has 
gone to considerable pains to organize a White 
House conference on the child, which has taken 
place in Washington once in each of the last 
four decades. The medical profession has not 
stood idly by during this time. Having long 
ago recognized the specialized nature of the phys- 
ical problems of chjJdhood by the creation of 
pediatrics, physicians now see in the mental, emo- 
tional and behavioral problems of childhood the 
need for a special branch of psychiatry. 

Child psychiatry is one of the youngest of the 
medical specialties. Most of the work done in this 
field. has been descriptive, explanatory and theo- 
retical. The present status of child psychiatry 
may be likened to that of general psychiatry 
before Kraepelin, since there is not even the be- 
ginning of agreement regarding the proper clas- 
sification of the various problems involved. Di- 
agnosis.and treatment are still more of an art than 
a science, and much of the work done is strictly 
on an empirical basis. Here and there, one sees 
attempts to introduce scientific methods of observa- 
tion and controlled experimentation, but these re- 
searches stand out conspicuously in the literature 
against the background of untested theory, unveri- 
fied speculation and thoroughly prejudiced points 
of view. 
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Under these circumstances, one may well ask 
whether a physician is necessary in child-guidance 
work. If such work is largely spiritual, perhaps 
a minister would be better qualified, if educa- 
tional, a teacher, and if sociologic, a social worker 
or recreational leader. Surely, many problems of 
thumb-sucking and bed-wetting can be dealt with 
adequately by the district nurse, and many truants 
and delinquents can be handled by the truant 
officer, policeman or probation officer. What are 
the special abilities of the physician in these mat- 
ters, and does the need for such abilities arise 
sufficiently often to warrant the presence of a phy- 
sician in a child-guidance clinic? 


PROCEDURE 


In an attempt to answer these questions, the 
records of 100 consecutive cases seen at the Habit 
Clinic for Child Guidance, Boston, were studied.t 
The patients were all seen within a period of ap- 
proximately two years. They represent a fair 
cross section of the cases seen in the clinic and 
in others dealing with children in this age group. 
The ages ranged from one to eleven years, with an 
average of six years. There were 73 boys and 
27 girls. The problems presented included the 
usual ones of habit reactions (poor eating, sleeping 
and elimination, and disobedience), predelinquency 
(stealing, lying and truancy), personality pecu- 
liarities (shyness, boldness, cruelty and neurotic 
complaints), educational difficulties (poor school 
progress and specific defects), tics, mannerisms 
and speech disturbances. The approach in each 
case was threefold: physical, intellectual and 
emotional. 

Since the details have been described at length 
elsewhere,§ it will suffice to point out that each 
child was examined physically by either the fam- 

hen two or more children in the same family were patients, only 


tw 
the first child referred was included in this study, so that the 100 cases 
represent a hundred different families. 


$Thom, D. A. Habit Clinics for Child Guidance. 97 pp. Washington: 
Children’s Bureau, United States Department of Labor, 1939. 
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ily physician or a physician in the outpatient de- 
partment of a hospital situated conveniently near 
the family. In some cases, the psychiatrist did 
part or all of the physical examination himself, or 
requested that a special examination, including 
blood and urine tests, lumbar puncture, x-ray films 
and electroencephalograms, be done elsewhere. The 
clinic psychologist administered a battery of in- 
telligence tests to each child. The psychiatric 
social worker studied the home, school and neigh- 
borhood, and brought back the pertinent sociologic 
data. The psychiatrist evaluated this material and, 
in addition, attempted to gain knowledge of the 
child’s emotional life through interviews with the 
‘ child and parents. All this represents the usual 
procedure in child-guidance clinics. 
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In this study, the cases were classified in two . 


ways. Each case in the first classification was put 
in one of the following groups: 


Group A. Cases in which the problem was con- 
sidered to be due primarily to organic disease 
in the child. 
Group B. Cases in which the problem was con- 
sidered to be due in part to organic disease in 
the child. 
Group C. Cases in which organic conditions 
- were found in the child, but in which these were 
incidental and not related to the basic problem. 
Group D. Cases in which organic factors in the 
child played no part but in which incidental 
medical advice was given to other members of 
the family. 
Group E. Cases in which organic factors in the 
child and medical advice played no part. 


In the second classification, each case was put into 
one of the following classes: 


Class H. Cases in which only a knowledge of 
the proper methods of child management was 
necessary. 

Class M. Cases in which the knowledge and 
training of a physician were required. 

Class Q. Cases in which only the knowledge 
and training of a psychologist were necessary. 
Class P. Cases in which the knowledge and 
training of a psychiatrist were essential. 


Examples of the various groups and classes are 
as follows: 


Case Reports 
Group A, Crass M. 

A. C. (Case 2866), a 9-year-old boy, was referred to the 
clinic by his mother, at the suggestion of the Community 
Health Association, because of bed-wetting. A routine 
physical examination was negative, psychologic examina- 
tion revealed good normal intelligence, and psychiatric 
interviews revealed no emotional data of great consequence. 
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It was believed that the patient’s enuresis was due to faulty 
training or insufficient motivation. The usual enuresis 
regime was instituted, and the patient was given a great 
deal of suggestion and encouragement. After 6 months 
of treatment, however, there was no improvement in spite 
of what seemed to be excellent co-operation on the part 
of both the patient and the mother. The child was there- 
fore referred to a genitourinary surgeon for special investi- 
gation of the genitourinary tract. It was found that the 
patient’s urinating was characterized by a weak stream 
and dribbling. A urethrogram showed a definite narrow- 
ing of the anterior portion of the urethra, apparently a 
congenital stricture. The patient was dilated, by bougies 
of increasing size, and his symptoms rapidly improved. 


Group A, Crass P. 


F. B. (Case 2994), a 74-year-old girl, was referred to the 
clinic by the Boston City Hospital. The child had been 
taken to the hospital by the parents because of increasingly 
severe behavior problems, which had finally caused her 
to be expelled from school. She was'mischievous, defiant, 
unruly, extremely hyperactive, distractible and impulsive, 
and much of her behavior was bizarre. There was a past 
history of convulsions, dating from the age of 1'4 years. 
Recently, there had been a few minor seizures of a petit- 
mal nature. A 3-year-old brother had convulsions regu- 
larly. Because of the severe degree of the patient’s be- 
havior problem, an attempt was first made to have her 


institutionalized. This was not immediately successful. 


An electroencephalogram showed abnormal waves, some 
of which were of the wave-and-spike pattern characteristic 
of petit mal. Apparently, the child was having these 
abnormalities disturbing the function of the cortex almost 
constantly, although not to a sufficiently severe degree 
to produce clinical seizures. She was started on dilantin 
sodium, and the dose was increased until she was taking 
0.2 gm. a day. A remarkable change occurred in her 
behavior almost immediately. The child became “a differ- 
ent girl.” Her misbehavior stopped, and she apparently 
quieted down and became co-operative and obedient. 
She seemed to be in every way a perfectly normal child. 
Under the medication, this improvement continued, except 
for two intervals when the medicine was stopped — once 
because the parents ran out of it, and once when the child 
had a cold. On both occasions, the previous difficult 
behavior occurred. Because of the improvement, the child 
was allowed to go back to school on trial, and she made 
an excellent adjustment there. A check-up of the electro- 
encephalogram later revealed normal brain waves. 


Group B, Crass M. 


N. W. (Case 2689), a 5-year-old girl, was referred to the 
clinic by her mother because of night terrors and because 
she was generally tense and high strung. It was found 
that the mother had been unusually severe in her disci- 
plining of the child. The child had been given glasses 
for a strabismus. However, one of the lenses had become 
rotated following a fall. Consequently, the strabismus 
had become worse, and there was a noticeable increase 
in the child’s “nervousness.” The glasses were immedi- 
ately changed, and the mother was urged to modify her 
management. The child soon responded with improved 
general behavior and the disappearance of the night 
terrors. 


Group B, Crass P. 

T. D. (Case 2837), an 8-year-old boy, was referred to the 
clinic by his mother because of unwillingness to go to 
school, crying spells, irritability and “general maladjust- 
ment.” The parents were well educated, tense and over- 


- 


Vol. 227 No. 12 


serious in their attitude toward their only child. Recently, 
the child had begun to bite his fingernails, twitch his face, 
screw his mouth about, pull at his eyes, hunch his shoul- 
ders, and “generally wiggle.” It was found that he was 
in good physical health, but was still taking thyroid tablets, 
which had been prescribed for him when he was 4 years 
old because of “lack of pep.” On psychologic examination, 
the patient had an intelligenéé quotient of 143. The 
thyroid medication was stopped, and much work was done 
with the parents and the child in attempts to alter their 
attitudes. As time went on, the patient’s symptoms gradu- 
ally dwindled, and the parents gained confidence in the 
clinic. They soon began to lean on us for advice in all 
the minute details of the child’s life. Eventually, there 
was a great improvement in the entire family situation. 


Group C, Crass H. 


H. H. (Case 2776), a 2'4-year-old boy, was referred to 
the clinic because of feeding difficulties and bed-wetting. 
“The patient was an only child, and the mother was erratic 
and inefficient in her daily schedule with the child. She 
was given routine advice regarding the child’s eating and 
elimination, and many suggestions were made to her 
about the improvement of her schedule. The patient was 
entered in an all-day nursery school, and at the mother’s 
request the psychiatrist examined him physically and 
filled in the blank required by the nursery school. 


Group C, Crass P. 


R. B. (Case 2781), an 8%-year-old boy, was referred to 
the clinic by his teacher because of poor work in the class- 
room. The mother added that the boy bit his nails and 
sucked his thumb. 

The patient was the only child of a middle-aged couple. 
The mother had a great many interests and was not 
concerned about her maternal duties. It was difficult 
to get her to take the child’s problem seriously or to follow 
clinic recommendations. The patient was found to be 
physically well and of superior intelligence. It was be- 
lieved that his work habits were poor, and that he was 
a fundamentally unhappy boy. In the course of a year’s 
contact with the case, the mother’s attitudes were modified 
but little. The father could not be seen, but after repeated 
interviews, the child was given some insight into his 
mother’s make-up. Through the Cub Scouts, summer 
camp, tutoring in reading and direct psychotherapy, the 
boy began to make a better adjustment to his life situation. 


Group D, Crass M. 


C. C. (Case 2758), a 61-year-old boy, was referred to 
the clinic because of soiling. The child was the second 
of six children living in an extremely dirty, poverty- 
stricken and badly managed home. The mother was 
unintelligent, and the father was being treated for pulmo- 
nary tuberculosis. It was found that the patient was sleep- 
ing on a small cot with the father. The psychologist found 
the patient to have superior intelligence. It was believed 
that the soiling was a reflection of the unsatisfactory home 
conditions. The child was placed in a “preventorium” for 
children suspected of tuberculosis. While he was there, 
his problem rapidly disappeared. Arrangements were made 
for the father to resume proper treatment for his own 
tuberculosis, since he had allowed his pneumothorax to 
lapse. 


Group D, Crass P. 


M. W. (Case 1561), a 10-year-old boy, had been a patient 
at the clinic at the age of 3, when he was an eating prob- 
lem and responded readily to routine advice. Seven years 
later, his mother brought him back because she believed 


CHILD GUIDANCE — SOLOMON 


mother failed to co-operate with the clinic. 


429 


that he had an “inferiority complex.” She also complained 
that he was disobedient and unruly. It was found that 
most of the child’s difficulties were a reflection of the 
mother’s unstable and neurotic temperament. Work with. 
this case covered several years, during. which direct treat- 
ment was given to the mother, particularly during a period 
of depression that followed a pelvic operation. Since the 
patient entered adolescence at this time, a great deal of 
work had to be done to interpret the changes in the child 
to the mother and to the patient himself. The father 
was seen several times, and his assistance was solicited 
in helping the mother in her problems and in taking over 
part of the responsibility for the patient’s difficulties. 
In the course of time, a much better relation was set up 
in the home, and the patient’s adjustment to the outside 
world, and to himself, was greatly benefited. 


Group E, Crass H. 


T. W. (Case 2671), a 2'4-year-old boy, was referred to 
the clinic for sucking his lower lip persistently. It was 
found that the mother was an extremely emotional, irri- 
table and unstable person who kept the home in a constant 
state of tension by scolding, nagging and spanking. The 
She did not 
keep appointments, she would not accept a nursery-school 
placement for the child, and it was not possible to get the 
father to come to the clinic. Efforts to re-educate the 
mother in her methods of managing the child were there- 
fore unsuccessful, and it was not possible to work with 
the mother in her own problem. 


Group E, Crass Q. 


R. G. (Case 2648), a 5-year-old girl, was referred to the 
clinic by the mother because of the problem of school 
placement. The child had attended kindergarten for 27 
weeks during the previous year, having been absent several 
times because of illness. The child was under age for 
entering the first grade, and the school made a ruling 
that only children who had attended kindergarten for 
30 weeks should enter the first grade. The mother be- 
lieved that the child was bright, but did not want her 
to go ahead with first-grade work unless she were really 
ready for it. On the Stanford-Binet test, when the patient 
was 5 years old, she scored a mental age of 7 years, 2 
months, giving her an I.Q. of 143. The child was sturdy, 
well poised, friendly, responsive and well mannered. She 
worked efficiently and rapidly at the test procedures. 
On the Goodenough drawing test, Merrill—Palmer scale 
and mare-and-foal test, her results were comparable to 
those on the Stanford-Binet. The psychologist believed 
that the child showed exceptionally well-developed men- 
tality, with superior personality traits and work habits. 
It was recommended that the child be allowed to enter 
the first grade. The clinic recommendations were referred 
to the school committee by the school principal, and the 
child was accepted in the first grade. She subsequently 
made an excellent adjustment, and her teacher stated that 
she was very bright. At the end of the year, the patient 
was promoted in spite of the fact that she had missed 
a good deal’ of attendance because of scarlet fever, measles 
and whooping cough. 


Group E, Crass P. 


R. H. (Case 3105), a 3-year-old boy, was referred to the 
clinic by the mother at the advice of a psychoanalyst who 
had been treating the mother for 5 years. The complaints 
were unmanageable behavior, temper tantrums, “nervous- 
ness” and biting of the fingernails. There was a strong 
family history of mental disease. The mother had had 


several psychotic episodes, a maternal great-aunt had also 
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been psychotic, the maternal grandmother had been psy- 
chotic in her youth, a maternal uncle was considered men- 
tally abnormal, and a paternal uncle had had several 
psychotic episodes. 

The child was found to be in good physical health and 
to have superior intelligence on psychologic tests. - 
vations during clinic attendance indicated that the child 
was wilful and largely untrained. However, he responded 
well to friendly management. Treatment of this child 
involved for the most part education of the mother in 
proper methods of child training. This was a rather 
difficult matter, since the mother’s mental status was still 
far from normal. During the work with the case, the 
mother remarked that she was still having visual hallu- 
cinations, although these did not seem to influence her 
behavior. Another source of difficulty came from marital 
discord between the parents. The father was interviewed, 
and through the intervention of the clinic, the parents 
arranged matters between themselves in such a way that 
the child was spared any of the consequences of their 
quarrels, As time went on, the patient improved, although 
he continued to have temper tantrums occasionally. Final- 
ly, temper tantrums also disappeared, and the mother 


believed that the patient was behaving quite normally. 


‘Her methods with the boy had been entirely reorganized, 
but her own mental condition was still far from normal. 
She was urged to continue to see a psychiatrist for her own 
mental health. 


RESULTS 


Table 1 shows the distribution of cases accord- 
ing to class, group, and results. Since the 


Taste 1. Analysis of Cases according to Class, Group and 
S. 


Result. 


CLass RESULTS Grour Group Group Group Grove TotTAL 
A B Cc D E 

H Improved 0 0 5 0 10 15 
Unimproved 0 0 0 1 3 4 
M Improved 5 3 0 1 0 9 
, Unimproved 0 0 0 0 0 0 
Q Improved 0 0 1 0 2 3 
Unimproved 0 0 0 0 1 1 
Fi Improved 15 6 14 3 25 63 
Unimproved 0 0 0 l 4 5 
All Improved 20 9 20 4 37 90 
Unimproved 0 0 0 2 8 10 
Totals 20 9 20 6 45 100 


number of cases studied is 100, the various totals 
are percentages. - 

The 20 cases in Group A are of special interest. 
Ten of these children presented “organic behavior” 
or “postencephalitic behavior” problems. In only 
2 was there a history of encephalitis. In 1, a birth 
injury was held responsible for the brain damage, 
and in 7 the central-nervous-system defect was con- 
sidered to be innate, perhaps hereditarily acquired. 
In 9 of this group, the diagnosis was substantiated 
by electroencephalograms taken at the Boston 
City Hospital through the kindness of Dr. Fred- 
eric A. Gibbs. 

The remaining 10 children in Group A are also 
of interest. Five were boys, with persistent enu- 
resis, in whom routine treatment was of no avail. 
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These children were studied by Dr. M. Leopold 
Brodny at the Beth Israel Hospital, a new x-ray 
technic for visualization of the genitourinary tract 
being used. Urethrography in each of these cases 
revealed an abnormality that was amenable to 
surgical approach. Two had a pin-point urethral 
meatus, and 3 had a urethral stricture farther back. 
All 5 had marked dilatation of the urethra be- 
hind the stricture. The other 5 children in Group 
A had the following conditions: a birth injury; 
defective vision, and deafness in one ear; word 
deafness; chorea; and an old depressed skull frac- 
ture. 

It is noteworthy that all the children in Group 
A were improved. Treatment in the organic be- 


havior problems was in part pharmacologic, 


dilantin sodium or amphetamine (Benzedrine) sul- 
fate, or both, being administered in 7 cases. Surgery 
was resorted to in the 5 enuretic children. Correc- 
tive glasses were obtained for the child with poor 
vision. Neurosurgery in the child with the old 
depressed skull fracture was contemplated but was 
postponed following both electroencephalography 
and pneumoencephalography. This patient, whose 
presenting problem was somnambulance, did well 
on phenobarbital and a program providing in- 
creased rest. The child with word deafness was 
given special educational attention. All the chil- 
dren were also treated by modifications in their 
environment, to allow them to adjust themselves 
better in spite of their handicaps. 

Of the 20 cases’ in Group A, the 5 children 
with genitourinary abnormalities were placed in 
Class M, since they certainly needed the attention 
of a physician. The other 15 were placed in Class 
P, since each case required psychiatric treatment. 
It should be said that the term “psychiatric” 
includes “neurologic.” (I emphatically agree with 
the Examining Board for Certification in Neu- 
rology and Psychiatry that every psychiatrist should 
be a well-trained neurologist. The material pre- 
sented in this paper demonstrates how necessary 
this is in the field of child psychiatry.) 

In the 9 cases in Group B, although the chief 
cause of the child’s difficulties was regarded as an 
emotional one arising from environmental rela- 
tions, organic disease played a significant contribu- 
tory role. Three of these children were put in 
Class M, since it was believed that a competent 
pediatrician could have taken care of their prob- 
lems adequately. One had chronically infected ton- 
sils, for which an operation was arranged. One 
was developing strabismus because a lens in her 
glasses had become rotated following a fall. 
One had “worms,” for which the mother was 
using an ineffectual proprietary medicine obtained 
on the advice of a druggist; proper treatment was 
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instituted. The other 6 children were placed in 
‘Class P, since the emotional problems involved 
were severe enough to require prolonged psychi- 
atric therapy. The organic conditions were as fol- 
lows: harelip (a reoperation was arranged); in- 
stability produced by prolonged thyroid therapy 
recommended four years previously by the family 
physician (the medication was omitted following 
consultation with the physician); a series of minor 
illnesses in a child who was being badly pampered 
by the parents; severe eczema; poor motor co- 
ordination on a congenital basis; and flat feet (an 
orthopedist was substituted for a podiatrist). All 
the children in Group B improved. 

There were 20 children in Group C, in which 
medical advice was given for organic conditions 
not related to the child’s problem. Five of these 
were placed in Class H, since the problems in- 
volved simple readjustment of the child’s routine. 
The medical situations concerned questions of 
proper daily schedules, for the most part. Four of 
these 5 children were three years of age or younger. 
Fourteen were in Class P, since they needed psy- 
chiatric care, and 1 was in Class Q. Advice in these 
cases was given on the following medical matters: 
keloid, congenital nystagmus, abscess on the but- 
tock, positive blood Wassermann reaction (3 pa- 
tients), pertussis vaccination, worms, posture, ab- 
dominal pain (2 patients), constipation, chicken 
pox, positive tuberculin reaction and polydipsia. 
There was improvement in all cases. 

Incidental medical advice was given to relatives 
of 6 children in Group D. This was in the form 
_ of a discussion with the parents of their own med- 
ical problems. In each case, the parent was referred 
back to his own physician, and reasons were 
offered in favor of the treatment contemplated or 
already in progress. The effect was therefore one 
of added authority and reassurance. The con- 
ditions were as follows: pulmonary tuberculosis in 
a father who had omitted his pneumothorax re- 
fills; anemia; alcoholism; multiple sclerosis; 
fibroids of the uterus; and severe neurosis. Two 
children in this group were unimproved. One 
was the child whose mother had the neurosis, and 
the other the child whose mother had the anemia. 
In neither case did the parents co-operate with the 
clinic. 

The remaining 45 children were in Group E, in 
which no organic conditions or medical advice 
played a part. None of these children, therefore, 
were in Class M. The largest number of unim- 
proved cases (8) fell in this group. 

Of the total 100 children, 19 were in Class H. 
The problems in these children could have been 
adequately handled by a district nurse, a nursery- 
school teacher or anyone well versed in the proper 
methods of child management. Neither a phy- 
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sician, a psychologist nor a psychiatrist proved 
necessary, except to rule out abnormalities in their 
special fields. 

There were 9 cases in Class M, in which the 
knowledge and training of a physician were 
necessary in the treatment. In 5 of these (the enu- 
retic children in Group A), the referral of the 
child by a nonmedical “child-guidance expert” 
to an average physician for a check-up would 
not have elicited the organic lesion found. Many 
pediatricians, however, would be in a position 
to do justice not only to all the children in this 


‘class but also to all those in Class H. 


Class Q contained only 4 children, 2 of whom 
were doing poorly in school in spite of normal in- 
telligence. It was found that both were “non- 
readers,” and remedial reading instruction was ar- 
ranged for them. One five-year-old child was too 
young to be admitted to the first grade in her 
community, and yet the mother believed she was 
extremely bright and could easily do the work. 
The psychologist found that her mental age was 
over seven —an intelligence quotient of 143. The 
school committee accepted a recommendation that 
the child be admitted to the first grade, and she 
subsequently did very well. The fourth child in 
this group proved to be feeble minded, and in- 
stitutional care, although recommended, was not 
accepted by the parents. In all 4 cases, the services 
of the psychologist were both necessary and suf- 
ficient. Of course, in many more of the total 
group of patients, the psychologist contributed 
information of considerable value, but in all these 
cases, other services were necessary. 


The large number of children in Class P (68) 
was surprising. Of course, the cases were neces- 
sarily judged in a rather arbitrary way. It may well 
be that someone else going over these records 
might not believe that all these children needed the 
ministrations of a psychiatrist. Nurses, psycholo- 
gists and nonpsychiatric medical men could prob- 
ably have done a satisfactory piece of work with 
many of these children. However, so far as they 
were able to show insight into the emotional 
causes for the child’s problems, both in the child 
and in the parents, and were able to institute 
proper therapeutic measures for their relief, such 
persons would be acting the role of a psychiatrist. 
Certainly, many of these problems can be seen 
through by well-directed common sense. How- 
ever, treatment by a psychiatrist offered the best 
chance for solution of the fundamental problems 
in these 68 cases, and in some, treatment by anyone 
other than a psychiatrist would probably have been 
grossly inadequate. 

It should be added that the average psychiatrist 
sees very few children and might therefore be 
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quite unprepared to administer the kind of psychi- 
atric care that these children required. In fact, 
without special training in child psychiatry, many 
psychiatrists would be in a worse position for 
helping this group of children along emotional 
lines than some psychologists and pediatricians. In 
addition, the average psychiatrist has lost touch 
with the organic pediatric problems in children, so 
that although he is a physician, he would not be 
able to do justice to the children in Class M, dis- 
cussed above. The child psychiatrist, however, 
can contend not only with the problems in Class P 
but also with those of Class M and Class H. 

It will be noted that 10 cases were unimproved. 
In none of these was there occasion to give medical 
advice to the child. In 2, as noted above, the 
mothers were given incidental medical advice; in 
8, failure may be attributed to lack of co-operation 
on the part of the parents or to inability to secure 
this co-operation. In 2 of the unimproved cases, 
failure was due to the inherent nature of the 


child’s problem. 


Discussion 


The question regarding the role of a physician” 


in a child-guidance clinic may be answered by a 
reference to the statistical data. In 20 per cent of the 
cases, the child’s problem was due primarily to 
organic disease. In an additional 9 per cent, the 
problem was due in part to organic disease. In 
20 per cent, incidental medical advice was given to 
the child, and in 6 per cent to other members of 
the family. A total of 55 per cent of the cases 
(Groups A, B, C and D), therefore, required 
medical care. 

The question naturally arises whether medical 
care could be furnished in child-guidance clinics 
in which there is no physician in attendance by 
the practice of referring each child to an outside 
physician for a routine physical check-up. In a 
number of clinics directed by “clinical psycholo- 
gists” or other nonmedical persons, this practice 
is followed. The results, however, depend largely 
on the interest and thoroughness of the outside 
physicians. Our own experience with “routine 
physical check-ups” indicates that examinations 
are sometimes done rapidly, incompletely and 
without any particular interest in the possible 
special examinations or laboratory data that might 
throw light on the etiology of the child’s behavior 
problem. In clinics where one or two outside 
physicians are ‘relied on for this type of work, 
such objections may not apply, and the arrange- 
ment may work out very satisfactorily. In clinics 
where the director is a physician, however, chil- 
dren have the advantage of being seen periodically 
by one who will keep the possibility of organic 
disease constantly in mind. 

When one considers that, in 29 per cent of these 
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cases, organic disease played an important part in 
the etiology of the behavior problem and that med- 
ical advice was given in an additional 26 per cent, 
it seems fair to say that a physician should be 
closely associated with every child-guidance or- 
ganization and, preferably, should be an integral 
part of it. 

Should the physician be a general practitioner, 
pediatrician or psychiatrist? Nineteen per cent of 
the patients (those in Class H) could have been 
treated adequately by anyone familiar with proper 
methods of child management; district nurses, 
social workers, schoolteachers and even helpful 
neighbors frequently do a good job with this type 
of case. Nine per cent (the children in Class M) 
needed nonpsychiatric medical care. In 5 per cent, 
it was believed that a pediatrician would be 
likelier to do justice to the case than a general 
practitioner. In part of the 19 per cent of Class H, 
the same opinion applies. Four per cent of the 
patients (those in class Q) specifically required 
psychologic services. The psychologist, of course, 
contributed information of value in many 
other cases, and if negative or corroborative data 
are included, it is fair to say that the psychologist 
was helpful in every case. It should be added that 
some psychologists are thoroughly capable of prop- 
erly handling the cases in Class H and the majority 
of cases in Class P. Sixty-eight per cent of the 
patients (Class P) needed specialized psychiatric 
care. The interpretation of this type of care has 
been discussed above. A psychiatrist trained in 


Tasie 2. Various Workers in Charge of Child Guidance 
Appraised according to Probable Ability to Manage 
Different Types of Cases. 


Crass Crass CLass CHtass 
H M P Q ToTaL 


To %o %o %o %o 


DIRECTOR 


Lay worker (nurse, teacher 


and so forth)........... 19 0 10 0 29 
Lay worker in addition to 

medical referral......... 19 4 10 0 33 
General practitioner........ 10 4 20 0 34 
Pediatrician .............-- 19. 9 25 0 53 
Psychiatrist (not trained in : 

child guidance)......... 15 4 50 0 69 
Psychologist .............. 19 0 48 4 71 
Psychologist in addition to 

medical referral......... 19 + 48 4 75 
Child-guidance psychiatrist. 19 7 68 0 


Child-guidance psychiatrist 
in addition to psycholo- 


child-guidance work is also capable of doing justice 
to the cases in Class H and Class M. 

A summary of the statistical data as they might 
be applied to an appraisal of various workers in 
their ability to handle the problems of a child- 
guidance clinic is presented in Table 2. Many 
of these figures are, of course, rough estimates. 
It is assumed that each worker is highly skilled 
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in his field. It may be seen that skilled lay work- 
ers could manage all the cases in Class H and 10 
of those in Class P, making a total of 29 per cent 
that could be properly managed. This is prob- 
ably accurate to within 5 per cent. When the lay 
worker uses a routine medical check-up, the total 
of cases properly managed is raised to 33 per cent, 
since 4 of the cases in Class M are added. 
Similarly, the general practitioner, pediatrician, 
psychiatrist, psychologist and child psychiatrist 
are appraised. According to this estimate, child- 
guidance clinics run by psychologists with assist- 
ing medical men but without psychiatrists will 
adequately provide for about three fourths of the 
patients seen at the clinic. To do justice to all 
the problems that may arise, both a psychologist 
and a child psychiatrist should be part of the clinic. 

No attempt has been made to appraise the value 
of the psychiatric social worker in the child-guid- 
ance clinic. It may be said quite categorically 
that such a clinic could not function without a 
social worker. But it is difficult to estimate how 
essential the work done by the psychiatric social 
worker in the investigation of the home, school and 
neighborhood was to the proper management of 
these 100 cases. In private work, the psychiatrist 
or clinical psychologist is frequently able to gather 
the social data himself, although this is time-con- 
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suming and often less thorough than the study 
made by a psychiatric social worker. 


SUMMARY 


In an attempt to evaluate the proper status of 
the physician in child-guidance work, a study was 
made of 100 consecutive cases seen at a child- 
guidance clinic. The cases were classified accord- 
ing to the part played by organic disease in the 
etiology of the child’s problem, and according to 
the type of knowledge (lay, medical, psychologic 
or psychiatric) needed in the proper management 
of the case. 

In 29 per cent of the cases, organic disease played 
a major part in the etiology of the child’s problem, 
and medical advice was given in an additional 26 
per cent. Nineteen per cent of the cases could 
have been treated adequately by anyone familiar 
with proper methods of child management, 9 per 
cent needed nonpsychiatric medical care, 4 per 
cent needed the attention of a psychologist, and 68 
per cent needed treatment by a psychiatrist. 

A physician should be closely associated with 
every child-guidance clinic and, preferably, should 
be an integral part of such a clinic. It is desirable 
that the physician should be a psychiatrist, specifi- 
cally trained in the management of the problems 
‘of childhood. 


OBSERVATIONS CONCERNING PULMONARY FIBROSIS 
IN RAYNAUD'S DISEASE* 


Report of Two Additional Cases 
Harry Linentuat, M.D.7 


BOSTON 


jie cases of pulmonary fibrosis in pa- 
tients who were suffering with Raynaud’s 
disease were reported recently.’ The histories were 
uniform. They all started with typical manifesta- 
tions of Raynaud’s phenomena, and after several 
years, nutritional changes of the skin began to 
manifest themselves with the development of 
scleroderma. Some time later, the patients began 
to complain of dyspnea on exertion. Roentgeno- 
logic examinations showed some evidence of fibro- 
sis at the bases of the lungs. All 3 patients died 
within three or four years after the onset of the 
dyspnea. One patient had an intercurrent infec- 
tion, which was the immediate cause of death. 


Because these patients were suffering from vas- 
cular disease and because of the absence of any 


*Presented in abstract at a section meeting of the American College of 
1. 


Physicians, Boston, April 22, 


tProfessor of clinical medicine, Tufts College Medical School; physician- 
in-chief, Beth Israel Hospital. 


recognizable factors that could explain the etiology 
of the pulmonary fibrosis, it was believed that 
there was a direct relation between the pulmo- 
nary condition and the coexistent Raynaud’s dis- 
ease. Therefore, Raynaud’s disease can be consid- 
ered to affect not only the small arteries of the 
extremities but also the small arteries of the lungs 
and possibly of other organs of the body. Since 
the above report, 2 additional cases have been ob- 
served. In one of these, now under observation, 
studies of the lung and pulmonary dynamics have 
been carried out. In the other, post-mortem ex- 
amination showed extensive pulmonary fibrosis 
secondary to vascular changes in the lungs. 


Case REports 


Case 1. Mrs. F. J. W., a 30-year-old woman, was first 
seen in 1932. The past history was not significant except 
for frequent attacks of tonsillitis and joint pains, for which 
several infected teeth had been extracted. The presenting 
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symptom was related to circulatory disturbances of the 
hands of 6 months’ duration. On exposure to cold or 
when the patient was emotionally disturbed, the fingers 
of both hands assumed a deathlike pallor, became cyanosed 
and later developed a hyperemia, with marked paresthesia 
of the finger tips. She also noticed from time to time 
a transient blotchy hyperemia of the chest. 

About a year later, the patient developed all over her 
body a diffuse recurrent urticaria, which had no apparent 
relation to her environment or food. 

The patient was not seen again until November, 1940, 
when she stated that she had been treated for a number 
of months with elimination diets, without any improve- 
ment of the urticaria. Later, a tonsillectomy was per- 
formed, without improvement of either the urticaria or 
the Raynaud's disease. In 1935, the patient had begun 
to experience shortness of breath on exertion. In 19339, 
she had had an acute pulmonary infection, which had left 
her with a troublesome cough and with greatly increased 
dyspnea. 

The Raynaud’s disease had grown progressively worse. 
The hands and fingers showed a permanent purplish 
cyanosis, which became more marked on exposure to cold 
or excitement. The patient had well-developed scleroderma 
of the hands and face. She was unable to open her mouth 
freely. The skin on the face felt tightened, and the nose 
had become narrowed and sharper in outline. The tips 
of the index and middle fingers of the right hand showed 
small superficial ulcerations. She had lost 15 pounds 
in the last few years. Her catamenia had been scanty 
and irregular for a few years. 

The heart was not enlarged, and the rhythm was regu- 


lar, with a rate of 90. Electrocardiographic tracings did 


not show any significant changes. The blood pressure was 
130/70. The lungs showed diminished resonance, with 
increased fremitus in both bases and with rales after 
coughing. The red-cell count was 5,900,000, with a hemo- 
globin of 90. per cent, and the white-cell count was 13,400; 
the differential count was not significant. 

A roentgenogram of the chest (Fig. 1) in April, 1941, 
showed slight clouding at the upper peripheral portions 
of the chest in the first interspaces anteriorly on both sides. 
There was slight diminished radiance at the left base, 
with flattening and limitation of the excursions of the left 
side of the diaphragm. In other words, the roentgenogram 
of the lungs did not show sufficient changes to account 
for the extreme dyspnea and cyanosis. 


In July and again in September, Dr. Mark D. Altschule 
carried out studies on the patient’s pulmonary dynamics, 
which have been described briefly elsewhere.2_ The follow- 
ing observations are particularly pertinent: total lung vol- 
ume, 2495 cc.; vital capacity, 795 cc.; complemental air, 
595 cc.; reserve air, 200 cc.; midcapacity, 1900 cc.; and 
residual air, 1700 cc. 

The total lung volume was about half normal. The com- 
plemental air was about 25 per cent normal, indicating very 
marked impairment of distensibility owing to abnormal 
rigidity of the lungs. The reserve air was about a quarter 
normal and likewise indicated considerable loss of elas- 
ticity of the lungs (again because of fibrosis). The loss 
of elasticity caused the intrapleural pressure to be less 
negative than normai, and the respiration. was further 
embarras 

Failure of the lungs to expand and to relax properly 
keeps the tidal air low (in this case, 315 to 373 cc.) and 
makes washing out of the residual air (the air that cannot 
be expelled from the lungs) difficult. To prevent or 
minimize arterial anoxemia and retention of carbon di- 
oxide, increased respiratory activity is necessary. The 
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patient exhibited this increase (respiratory rate, 23 to 26 
per minute, and respiratory volume, 8200 to 9300 cc. 
per minute almost twice normal). The arterial blood 
oxygen saturation was normal, which indicates that the 
patient did not, on rest, develop anoxemia because she 


Ficure 1. Case 1. 
This radiogram of the chest shows only slight 
changes in the bases of the lungs, in spite of severe 
respiratory difficulty. 


compensated for the impaired pulmonary function by 
increased respiratory activity. 

The patient thus presents a clinical picture similar in 
every respect to the cases previously reported. She started 
with typical Raynaud’ s phenomena; 4 years later, she began 
to show progressive nutritional changes of the skin of the 
hands and face; and about 2 years later, respiratory symp- 
toms, marked by severe exertional cough, developed. 
Study of the pulmonary dynamics and, to a lesser extent, 
of roentgenograms shows evidence of pulmonary fibrosis. 


Case 2.* M. R., a 45-year-old woman, was first admitted 
to the Beth Israel Hospital in January, 1940. She gave 
a history of Raynaud’s phenomena of 10 years’ duration. 
A left cervical sympathectomy was performed in 1935, 
and a right cervical sympathectomy in 1936, following 
which the hands improved a great deal. Following preg- 
nancy 10 and 12 years previously, the patient had had ‘two 
attacks of arthritis involving the hands, knees and ankle 
joints. Tonsillectomy and teeth extractions were _per- 
formed to eliminate foci of infection. Several months 
before entry, the patient began to experience dyspnea on 
exertion that progressed and was associated with severe 
coughing spells. Five days before entry, she complained 
of substernal oppression and shortness of breath even while 
at rest. She had been completely digitalized before ad- 
mission to the hospital. 

On examination, she was found to be slightly cyanotic, 
and markedly dyspneic. The skin was smooth, warm, dry 
and slightly blotchy over the face and hands, with nutri- 
tional changes. The heart was enlarged to percussion, 
with a diffuse apical impulse and a rate of 100. There 
were frequent extrasystoles. A soft systolic murmur was 


*I am indebted to Dr. Julius Abramson for permission to report this case. 
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heard all over the precordium. The pulmonic second 
sound was louder than the aortic. On one occasion, 
a diastolic murmur was heard at the apex. The peripheral 
vessels were normal. The blood pressure was 110/80. 
The lungs showed dullness at both bases, with medium 


Ficure 2. Case 2. 


The congestion shown at the bases of the lungs 
was assumed to be secondary to the marked degree 
of cardiac enlargement. | 


crepitant rales. The liver edge could be felt 3 finger- 
breadths below the costal margin. There was moderate 
pitting edema of the ankles. The hands showed arthritic 
deformities, and there was limitation of motion of the 
elbows, shoulders, knees and back. 


Roentgenographic examination showed a large heart 
and exaggerated markings at the bases of both lungs 
(Fig. 2). The patient did very poorly during her stay 
in the hospital. She was discharged with the diagnosis 
of rheumatic heart disease, mitral stenosis and regurgita- 
tion, right-sided and left-sided cardiac failure and Ray- 
naud’s disease. 

After discharge from the hospital, the patient was con- 
fined to bed at home. She was maintained on digitalis, 
in spite of which she developed generalized edema and 
fluid in the chest and abdomen, for which she had to be 
tapped. 

In September, because of severe back pain, she was re- 

admitted to the hospital for further study. 
_ Her condition became progressively worse. The back 
pain became very severe, and on the 15th ‘hospital day, 
the patient became irrational and had an elevation of tem- 
perature; she expired on the 17th hospital day. 

Autopsy. The heart was slightly enlarged, weighing 
400 gm. The right auricle and appendage were markedly 
dilated and hypertrophied. There were no valvular anom- 
alies. Injection and dissection of the coronary vascular tree 
showed a normal number of atherosclerotic plaques. Micro- 
scopic examination showed an increase of the fibrous. tissue 
in the endocardium and in the annulus fibrosus of the 
mitral valve. 

The right lung weighed 340 gm., and the left lung 250 
gm. Crepitation was diminished throughout. The lower 
lobes, particularly the left, were compressed by fluid in the 
pleural and pericardial cavities. The pulmonary veins 
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and arteries were moderately dilated. Microscopic ex- 
amination showed fibrous thickening of the pleura and 
pulmonary tissue, with engorgement and dilatation of the 
vessels and infiltration with lymphocytes, monocytes and 
pigment-laden phagocytes. In many areas, these inflam- 
matory cells were gathered into focal collections. The 
muscular walls of the bronchi and bronchioles were intact 
but, in many cases, showed fibrosis. The alveolar spaces 
were relatively normal in appearance but somewhat smaller 
than usual. The alveolar walls were definitely thickened 
and prominent, with an increase in fibrous tissue up to 
ten to fifteen times normal (Fig. 3). The alveolar spaces 
showed no evidence of inflammatory reaction. This thick- 
ening of the alveolar walls had resulted in partial oblitera- 
tion of the alveolar spaces, so that many areas appeared 
to be atelectatic. In some places, thick buds of cells, 
with indefinite outlines and fibrous stroma, projected 
from the alveoli into the spaces. Scattered through this 
dense fibrous reaction were a large number of dense 
focal collections of these cells. There was no evidence 


Figure 3. Case 2. 
This photograph of a section of the lung shows 
great thickening of the alveolar walls, owing to 
fibrotic changes. 


of an acute inflammatory process, neoplasm, abscess or 
infarct. The capillaries were dilated and congested, and 
in many areas were definitely thicker than normal, sug- 
gesting a primary vascular basis for the fibrous thickening 
of the alveolar walls. The most prominent features, in the 
lungs, therefore, were the diffuse pulmonary fibrosis, the 
suggestive arteriolar thickening, with heaped-up nuclei 
in some areas, and a slight degree of emphysema, with 
almost normal appearing alveolar walls. 

The liver was somewhat enlarged, weighing 1500 gm., 
and firmer in consistence than normal. There appeared 
to be a slight increase of fibrous tissue. 

The muscles and subcutaneous tissues showed some focal 
collections of inflammatory cells suggesting chronic myo- 
sitis. 


The significant pathological diagnoses were: enlarged 


heart; congestive heart failure; and diffuse pulmonary 
fibrosis. 
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SUMMARY 


Two additional cases of pulmonary fibrosis as- 
sociated with Raynaud's disease are reported. One 
case, under observation, showed pulmonary fibro- 
sis by roentgenograms and studies of the pulmo- 
nary dynamics. The other, at post-mortem exam- 
ination, showed extensive pulmonary fibrosis, 
with changes in the small vessels of the lungs that 
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were consistent with the vascular changes found 
in the small digital arteries in advanced cases of 
Raynaud’s disease. 

45 Bay State Road 
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TUBERCULOSIS OF THE FOOT AND ANKLE IN 
ADULTS AND CHILDREN* 


JosepH D. Wassersuc, M.D.7+ 


MASSACHUSETTS 


[* any analytical discussion of tuberculosis of. 


the ankle or foot, a sharp distinction must be 
made between disease involving the ankle (tibio- 
astragaloid) joint and tuberculosis of the tarsal 
and metatarsal bones. Disease of the soft tissues 
and tendons must be differentiated from disease 
in bones and joints. Furthermore, since treat- 
ment and prognosis differ in adults and children, 
cases in children should be analyzed separately 
from those in adults, and since tuberculosis may 
resemble other diseases clinically and roentgeno- 
logically, cases that are pathologically proved must 
not be confused with unconfirmed cases. Finally, 
if treatment is to be evaluated, cases must be ade- 
quately followed. 

A review of the literature reveals that oftener 
than not “ankle” is used as a generic term that 
includes “foot.” Only recently has the need for 
pathological investigation and proof of tuberculous 
etiology been stressed.’~* Cases of disease in adults 
and children have been mixed together. Differ- 
entiation of cases in adults and children has been 
made by Delahaye,* Miltner and Fang* and Mit- 
chell.> Adults alone are considered by Dubau 
and Bolot,? Gaenslen and Schneider® and Rogers,’ 
and children alone are discussed by Sever,® Papin, 
Pouzet’® and Fraser." No distinctions, however, 
are made by Schiller and Altschul,” Rollier,™ 
Petrov,'* Piquet’® and LoGrasso.'® 

This paper represents a study of 46 cases of 
ankle (tibioastragaloid) tuberculosis and 42 cases 
of tuberculosis of the tarsus and the metatarsal 
bones. Cases involving only soft tissues, tendons 
or the phalanges have been excluded. The pa- 
tients were admitted to the Lakeville State San- 
atorium between the years 1926 and 1940. Since 
1134 patients with bone and joint tuberculosis 
were admitted in this period, this represents an 


*From the Massachusetts Department of Public Health. 


assistant physician, Lakeville State Sanatorium, Middleboro, 
Massachusetts 


incidence of approximately 4 per cent for each 
form. 


TuBERCULOsIS OF ANKLE 


Of the 46 cases studied, 24 were in males, and 
22 in females. Twenty-four cases were in the right 
ankle, 21 in the left, and 1 in both. The age at 
onset of symptoms varied from one to sixty-five 
years, with an average of twenty-two years. On 
admission, 20 patients were between the ages of 
one and fifteen, 22 between sixteen and forty-five, 
and 4 between forty-six and sixty-five, the aver- 
age being twenty-five years. In 15 cases, a history 
of trauma was obtained. The family history was 
positive for tuberculosis in 15 cases. In 39 cases 
(85 per cent), other demonstrable tuberculous foci 
were present. ? 

Through the aid of the Social Service Depart- 
ment, 36 cases were followed from two months 
to fourteen years, an average of six years, after 
discharge from the sanatorium. Of the 10 pa- 
tients not followed, 8 died while in the sana- 
torium and only 2 could not’ be traced. Exclud- 
ing these 2 cases, 18 cases were proved pathologi- 
cally, and in 16 the diagnosis was made only on 
clinical and roentgenologic evidence. Among these 
16 cases, there were 7 deaths—all due to pul- 
monary, meningeal or urogenital tuberculosis. 

Proved cases in adults. In this discussion, an 
adult is arbitrarily defined as a person sixteen 
years or older. Of the 28 proved and followed 
cases, 16 patients were in this group. Fifteen of 
these had additional tuberculous lesions: other 
bone and joint lesions were present on admission 
in 11 cases, and 10 patients had evidence of pulmo- 
nary tuberculosis. Multiple lesions were present 
in 6 cases. Seven of the 16 adults with proved 
ankle tuberculosis died, 3 while in the sanatorium 
and 4 within five years after discharge. In all 


but 2 cases, pulmonary tuberculosis or tuberculous 
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meningitis was the cause of death. Conservative 
treatment — that is, sanatorium regime, plaster im- 
mobilization, aspiration or incision and drainage 
of abscesses as indicated — was given to 6 patients, 
some of whom were seriously ill on admission. 
Four of these patients died, but good results were 
obtained in the remaining 2 cases. In 3 cases, an 
arthrodesis was performed, with poor results in 
every case. One case required amputation four 
months after arthrodesis. Amputation was per- 
formed two to ten months after admission in 8 
cases, with good results in 5-and death in 3. 

Unproved cases in adults. Of the 8 cases lack- 
ing pathological confirmation, 6 died of tubercu- 
losis, 2 while in the sanatorium and the others 
within five years after discharge. Five cases were 
treated conservatively, and in only 1, followed for 
eleven months, were the results satisfactory. One 
arthrodesis, 1 amputation. and .1 ostectomy were 
done, and all 3 patients operated on died. 

Proved cases in children. Any person fifteen 
years or younger is defined as a child for the sake 
of discussion. Twelve cases of proved and fol- 
lowed ankle tuberculosis fell in this group. Two 
of these patients were hospitalized primarily for 
other tuberculous lesions, of which they subse- 
quently died. The third death in this group of. 
cases was due to tuberculous meningitis. Of the 
remaining 9 living patients, 4 were given conserva- 
tive treatment, with good end results, a satis- 
factory erasion or curettage was done in 3 cases, 
and in 2 cases, erasion or curettage required sub- 
sequent amputation. The last 2 patients have arti- 
ficial limbs and get along well. 

Unproved cases in children. There were 8 cases 
in this group, with only 1 death, due to tubercu- 
lous meningitis. Five patients were treated con- 
servatively, and good results were obtained in 
every case. Two cases, treated by erasion, were 
followed for more than two years, and good re- 
sults were obtained. 


TuBERCULOSIS OF Foor 


Of the 42 cases studied, 23 were in males and 
19 in females. Twenty-eight cases were in the 
right foot, 13 in the left, and 1 in both. The dis- 


-“ ease may strike any bone or joint in the foot, and 


in 5 cases only the metatarsals were involved. In 
27 cases, more than one bone in the tarsus was 
affected. A history of trauma was obtained in 17 
cases, and in 11 cases a positive family history of 
tuberculosis was found. Other tuberculous foci 
were present in 20 cases (48 per cent). The age 
at onset of symptoms varied from ten months to 
seventy years, with an average of nineteen and a 
half years. The average age on admission was 
twenty-four years. 
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Thirty-seven cases were followed from five 
months to fourteen and a half years, an aver- 
age of seven years after discharge from the san- 
atorium. Three cases could not be followed. Two 
patients died while in the sanatorium. 

Proved cases in adults. Seventeen patients were 
in this group. Among these, there were 3 deaths: 
1 was due to amyloid disease, 1 to a tuberculous 
spine and tuberculous nephritis, and 1 to postopera- 
tive complications in a patient seventy-one years 
old. Seven patients were treated by amputation, 
two weeks to two and a half years after admis- 
sion, and: in an additional case an amputation was 
performed a year after discharge. Of the ampu- 
tated cases, 2 patients died, and in the remaining 
6 cases the stump is well healed and the end result 
is satisfactory. An amputation was done in 4 
cases that had previously received less radical sur- 
gical treatment. Conservative treatment only was 
carried out in 5 cases, and there were good re- 
sults in 2, poor results in 2, and death (from tu- 
berculous spine and tuberculous nephritis) in 1. 
Curettage, not followed by any more radical pro- 
cedure, was successfully performed in 3 cases. 
A satisfactory arthrodesis, no graft being used, was 
performed in 1 case. 

Unproved cases in adults. Four cases were 
found in this group and no deaths. In each case, 
several tarsal bones were involved: astragalus 
twice, calcaneus once, navicular twice, cuneiforms 
three times, and cuboid once. Three cases were 
treated conservatively, with good results in 2. A 
satisfactory arthrodesis was done in 1 case a month 
after admission. 

Proved cases in children. There were 8 cases 
and no deaths in this group. In 6 cases, the end 
results were good, and in the remaining 2, the 
end results were fair. In 3 cases, treatment con- 
sisted largely of plaster immobilization. In 4 cases, 
curettage was done, but in 3 of these, the disease 
was apparently localized to a single bone. An 
arthrodesis was done in only 1 case. 

Unproved cases in children. There were 10 
patients in this group, all of whom were ade- 
quately followed. One of these children had curet- 
tage nine months before admission, and an ampu-. 
tation three months before admission. In another 
case, a biopsy was done. The remaining 8 pa- 
tients were treated conservatively, with satisfac- 
tory end results in every case. There were no 
deaths in any of these 10 cases. 


Discussion 


Tuberculosis of the ankle joint in an adult, — 
whether it is proved pathologically or diagnosed 
on the basis of clinical and roentgenologic evi- 
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dence, is a fairly serious condition: and is asso- 
ciated with a mortality of over 50 per cent. Of 
the 24 adult patients in this study, 13 died, 11 of 
some other tuberculous focus, such as a pulmonary 
one. The results of prolonged conservative treat- 
ment and immobilization are poor, and the end 
results of arthrodesis are equally bad. Midcalf am- 
putation after a short period of hospitalization 
offers the best hope for a permanent and rapid 
“cure.” Besides, more attention must be given to 
extraosseous foci, such as the lungs, and the pa- 
tients should be watched carefully for the develop- 
ment of activity in what may appear to be ar- 
rested lesions. 

In children, the prognosis of ankle-joint tuber- 
culosis is better. The children in this study were 
followed for an average period of five years and 
eight months, as compared with an average follow- 
up of five years and ten months for the adults 
with ankle-joint disease. Of a total of 20 cases 
in children (12 proved, 8 unproved), there were 
only 4 deaths. Three patients died of tubercu- 
lous meningitis, but these 3 were treated by plas- 
ter immobilization and no operation was per- 
formed that might account for the metastatic 
spread of the disease. The fourth death was in a 
patient who had tuberculosis of the spine, wrist 
and lymph nodes, in addition to the ankle, and an 
amputation was performed as a possible lifesaving 
measure. In children, conservative treatment may 
be carried out safely for longer periods than in 
adults, with expectations of satisfactory results. An 
arthrodesis or erasion can safely be done some- 
times in other cases, and in a few, amputation of- 
fers the only hope of a good end result. 

Tuberculosis of the tarsal and metatarsal bones 
must be considered a different disease from ankle 
tuberculosis. The mortality of foot tuberculosis 
in adults was 14 per cent, as compared with 54 
per cent for ankle tuberculosis in adults. Ankle- 
joint tuberculosis in children had a mortality of 
25 per cent, as compared with no deaths for tu- 
berculosis of the foot in children. It is apparent 
that tuberculosis of the foot is a relatively benign 
disease, as compared with tuberculosis of the ankle. 

Adults with tuberculosis of the foot were treat- 
ed sooner or later by amputation in 8 out of 21 
cases. Fifty per cent of the patients with amputa- 
tion had had an adequate preliminary trial of 
sanatorium treatment and more conservative sur- 
gery. In 5 additional cases, conservative surgical 
measures gave satisfactory end results. There 


were only 4 good end results, however, in 8 pa- 
_ tients treated only by bed rest and immobilization. 
Thus, a short trial of conservative treatment should 
be given to an adult with tuberculosis of the foot. 
If this fails, surgery less radical than amputation 
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offers about a 50 per cent chance of success. Am- 
putation, however, should not be withheld until 
it is demanded as a last resort. 

In 18 cases of tuberculosis of the foot in child- 
hood, there were no deaths. Even in cases in 
which the foot appears angry, swollen and rid- 
dled with sinuses, prolonged conservative treat- 
ment must first be given a fair trial. Prolonged 
immobilization and bed rest (as in a sanatorium) 
offer the best chance for permanent cure. In 11 
of 18 cases, conservative treatment gave good end 
results. Curettage and arthrodesis are usually un- 
necessary, but if the disease is apparently localized 
to a single bone, such as a metatarsal, curettage 
may be successfully performed. 


SUMMARY 


Tuberculosis of the ankle joint is a serious com- 
plication of pulmonary or other tuberculous. le- 
sions and was associated with an eventual mortali- 
ty, from some form of tuberculosis, of 54 per cent 
in adults and 20 per cent in children in a series 
followed for an average period of six years after 
discharge from a sanatorium. 

In the treatment of ankle-joint tuberculosis in 
adults, amputation should not be unduly post- 
poned; in children, about 50 per cent good end re- 
sults were obtained with sanatorium treatment and 
immobilization. In a few others, arthrodesis was 
successfully performed, but some patients required 
amputation. 

Tarsal and metatarsal tuberculosis is a com- 
paratively benign disease, in contrast to ankle- 
joint tuberculosis. In adults, it was .associated 
with an eventual mortality of only 14 per cent 
from some form of tuberculosis and no mortality 
in children after an average period of seven years’ 
observation. 

In adults, about two fifths of the cases of foot 
tuberculosis required amputation, but a longer 
trial of conservative treatment can be more safely 
undertaken than in ankle disease. Conservative 
treatment in children yielded good results in 
about 60 per cent of the cases, and other simple 
surgical procedures, such as curettage, were satis- 
factory. Arthrodesis or amputation was only 
rarely necessary. 
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ALCOHOL AND CEREBRAL VASODILATATION* 


Jutius Loman, M.D.,+ anp Myerson, M.D.i 


BOSTON 


HE potential clinical usefulness of an effica- 

cious cerebral vasodilator drug is obvious. 
In cerebral thrombosis, for example, an increase 
in cerebral blood flow, if brought into play quickly 
enough after the onset of the vascular accident, 
may establish adequate collateral circulation in 
the area involved and diminish the full effects of 
the developing infarct. Since irreversible changes 
in brain tissue take place rapidly following a vascu- 
lar insult, the administration of a vasodilator 
several hours later is probably of much less thera- 
peutic value. It is possible, however, that the vaso- 
dilator, if ‘administered regularly, may prevent 
further symptoms from developing in such a dis- 
ease as multiple sclerosis, in which the lesions are 
considered to be secondary to vascular thromboses. 
This therapeutic approach has been used by 
Moore,' who reports improvement in cases of mul- 
tiple sclerosis following the use of niacin (nicotin- 
ic acid). 

AvaILaBLE MeETHopDs 


Visualization of Pial Vessels 

This procedure is feasible only in animals. 
Changes in the pial circulation probably, though 
not necessarily, indicate similar changes in the 
deeper cerebral circulation. The pial vessels, how- 
ever, may be much more sensitive than the intra- 
cerebral vessels to changes in diameter. 


_ Measurement of Oxygen Uptake by Brain 

A change in the arteriojugular difference in 
oxygen may be due either to actual alterations 
in cell metabolism or blood flow or to a com- 
bination of these factors. For example, ether 
produces a marked decrease in oxygen uptake by 
the brain through a profound narcotic effect on 
the cells of the brain and possibly, in some de- 
gree, through an increase in cerebral flow.” If the 
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metabolic factor can be excluded, a definite change 
in arteriojugular difference in oxygen is most 
probably a reflection of altered blood flow in 
the cerebrovascular bed. Mere dilatation of the 
larger vessels on the surface of the brain and 
in the meninges may result in little change in 
arteriovenous difference in oxygen. 


Measurement of Cerebral Blood Flow 


Qualitative method. In man, a change in intra- 
cranial blood flow may be recorded by the thermo- 
electric method of Gibbs,® in which alterations in 
blood flow are measured in the internal jugular 
vein at a point where this vessel immediately 
leaves the skull and is fixed in diameter. 

Quantitative method. Recently, a quantitative 
method for measuring changes in cerebral blood 
flow has been devised by Ferris. This pro- 
cedure makes use of the fact that the intracranial 
cavity is a natural plethysmograph. When one 
halts the outflow of blood from the cranial cavity 
by inflating a cuff about the neck, the rate of 
outflow of cerebrospinal fluid through the spinal’ 
needle is considered to equal the rate of inflow 
of blood into the cranial cavity. 


Measurement of Cerebrospinal-Fluid Pressure 


This indirect method does not give specific 
information regarding alterations of flow in the 
cerebrovascular bed. Changes in the cerebro- 
spinal-fluid pressure may indicate changes only in 
the pial circulation. When, however, lumbar 
puncture is performed in conjunction with the de- 
termination of arteriojugular differences in oxy- 
gen, the information obtained may allow more 
definite conclusions concerning changes in cerebral 
blood flow. If, for example, niacin produces an in- 
significant increase in spinal-fluid pressure and a 
slight decrease in the arteriovenous difference of 
oxygen, the assumption that the drug is a relative- 
ly weak cerebral vasodilator is probably correct 
(Loman, Rinkel and Myerson’), Again, if after 
the intravenous administration of sodium amytal, 
a diminished uptake in cerebral oxygen is associat- 
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ed with an unaltered spinal-fluid pressure, the 
change is probably correctly ascribed to a di- 
minished cerebral metabolism rather than to a 
variation in cerebral blood flow Practically 
conclusive evidence that this interpretation is cor- 
rect is obtained by the blood-flow method of 
Gibbs (Loman and Myerson*). 


Changes in Caliber of Retinal Vessels 


The retinal vessels are outgrowths of the cere- 
bral vessels and are enclosed in a container analo- 
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of alcohol in physiologic saline solution intra- 
venously, so that they received from 50 to 85 cc. 
of absolute alcohol. The alcohol was administered 
slowly for ten to fifteen minutes. All the subjects. 
manifested various degrees of intoxication within 
a short time after the administration of the drug: 
drowsiness, silly laughter, talkativeness, euphoria 
and muscular inco-ordination. Blood was col- 
lected from the brachial artery and from the 
interna) jugular vein before the administration 
of the alcohol and at the height of the alco- 


Taste 1. Arteriojugular Differences in Oxygen Content following Intravenous Administration of Alcohol. 


ARTERIOJUGULAR OXYGEN 


ExreriMENT Dost oF ABSOLUTE DIFFERENCE 
No. ALCOHOL BEFORE AT HEIGHT 
INJECTION OF REACTION 
ce. vol. percent — vol. per cent 
1 50 10.3 6.9 
2 50 6.3 5.5 
3 65 7.0 8.0 
4 75 5.2 6.7 
5 85 6.3 3.8 
6 80 6.7 6.1 
7 80 5.3 5.2 
75 4.7 4.0 
9 70 6.4 5.7 
10 60 4.9 5.5 


CONDITION OF 
PATIENT 


Moderate drowsiness; silly laughter; thick speech. 

Slight to moderate drowsiness; pallor and nausea. 

Slight to moderate drowsiness; speech very thick. 

Slight to moderate drowsiness; continuous mumbling; speech thick. 
Unconsciousness; pallor 2nd nausea. 

Slight drowsiness 

Outbursts of laughter; slight drowsiness; slight pallor. 

Euphoria and laughter; no drowsiness. 

Slight to moderate drowsiness 

Talkativeness; slight drowsiness. 


gous to the intracranial cavity. Changes in the 
diameter of the retinal vessels may indicate sim- 
ilar changes in the caliber of the pial vessels but 
not necessarily of the intracerebral vessels. 


Changes in Velocity of Blood Flow 


Alterations in velocity do not necessarily indicate 


actual changes in blood-volume flow. Since abso- 
lutely definite conclusions regarding changes in 
cerebral blood flow cannot be made in the ab- 
sence of direct visualization of the cerebrovascular 
bed, conclusions regarding alterations in flow 
should be open to some doubt unless data obtained 
from the various methods coincide. 

Because one of the effects of alcohol is flushing, 
its possible clinical usefulness as a cerebral vaso- 
dilator became apparent. Thomas’ observed in cats 
that pial arteries increase in diameter following 
both the intravenous administration of alcohol 
and the direct application of the chemical to these 
vessels. Direct blood-flow measurements showed 
similar changes. Such effects, however, were 
noted to be transient, lasting about fifteen minutes. 
Goldfarb, Bowman and Wortis® found a dimin- 
ished arteriojugular difference in oxygen in pa- 
tients admitted to the hospital in a state of alco- 
holic intoxication. These authors explained the 
decreased uptake in oxygen on the basis of a 
decrease in cerebral metabolism rather than on 
a basis of an alteration in cerebral blood flow. 


MetHop Usep 


In the present. experiments, 10 subjects with 
dementia praecox in good physical health were 
studied. They were given a 25 per cent solution 


holic reaction — that is, between fifteen and thirty 
minutes after the completion of the injection. 
Oxygen determinations by the Van Slyke method 
and sugar determination Ly the Folin-Wu method 
on all samples of blood were carried out. In 4 
cases, the spinal-fluid pressure was followed during 
and after the administration of the alcohol. 


RESULTS 


Oxygen uptake. In-only 2 (Cases 1 and 5) of 
the 10 cases was there a significant decrease in 
oxygen uptake by the brain following the admin- 
istration of the alcohol (Table 1); one of these 
subjects was moderately drowsy, and the other was 
narcotized to the point of sleep. The other 8 ex- 
hibited slight to moderate drowsiness. 

Sugar content. The uptake of this substance — 
was not significantly altered during the period of 
alcoholic intoxication. 

Cerebrospinal-fluid pressure. In none of the 4 
cases in which this test was performed was there 
any significant change in pressure. 


Discussion 


The dose of alcohol used in the present experi- 
ments may be considered adequate to test the vaso- 
dilating action of the drug. Larger amounts 
would probably be too depressant to the brain to 
offset any possible cerebral vasodilatation. It is 
likely that any diminution of oxygen uptake by the 
brain following the administration of alcohol is 
related to a diminished cerebral metabolism rather 
than to cerebral vasodilatation. In the 2 cases in 
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which a diminished oxygen uptake occurred, the 
drowsiness was moderate to markéd. The fact 
that the cerebrospinal-fluid pressure was unaltered 
during the administration of the alcohol also in- 
dicates the inefficacy of aldohol as a cerebral 
vasodilator. Although the lack of a_ significant 
change in glucose uptake by the brain during 
the alcohol intoxication suggests a change neither 
in cerebral metabolism nor in cerebral blood flow, 
it is probable that a change in uptake of this me- 
tabolite is an unreliable index of alteration in 
cerebral blood flow. 

Since alcohol acts as a cerebral depressant, 
it appears not to have any especial advantage over 
other vasodilators. Several other drugs not hav- 
ing a depressing effect on the brain are known 
to have a cerebral vasodilating action. Such 
drugs include carbon dioxide, histamine, the 
nitrites, acetylcholine and niacin. They all, how- 
ever, have a transient vasodilating action, and in 


effective dosage some of them are apt to have un- 


desirable side effects. 

It is suggested that effective and prolonged 
cerebral vasodilatation, with the elimination of un- 
desirable side effects, may be accomplished by 
slow continuous intravenous infusion. For this 
purpose, niacin and histamine are probably more 
desirable than the nitrites and acetylcholine. A 
mixture of 10 per cent carbon dioxide and 90 
per cent oxygen also merits more frequent trial, 
since carbon dioxide has a specific cerebral vaso- 
dilating action (Lennox and Gibbs’). 


SUMMARY AND CONCLUSIONS 


Alcohol was administered by intravenous route 
to 10 subjects in doses sufficient to produce definite 
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signs of intoxication. Oxygen and glucose uptakes 
between the arterial and internal jugular venous 
blood were compared before and at the height of 
the intoxication. The cerebrospinal-fluid pressure 
was measured in 4 subjects. 


In only 2 cases was there a noteworthy decrease 
in oxygen uptake by the brain. This change is 


interpreted as a decrease in cerebral metabolism, 


rather than as an increase in cerebral blood flow. 
The uptake of glucose by the brain was not sig- 
nificantly altered, nor was there a noteworthy 
change in the cerebrospinal-fluid pressure. 

These data indicate that alcohol is not an ef- 
ficacious cerebral vasodilator. It is suggested that . 
other drugs, particularly niacin (nicotinic acid) 
and histamine, may be of value as cerebral vaso- 
dilators if given by slow intravenous administra- 
tion in dilute concentrations. A mixture of 10 
per cent carbon dioxide and 90 per cent oxygen 
is also worthy of more frequent trial in cerebral 
conditions in which an increased blood flow seems 
desirable. 
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THE TREATMENT OF RHEUMATOID ARTHRITIS* 
Cuaries L. Suort, M.D.,t ann Watrer Bauer, M.D.t 


BOSTON 


HE cause of rheumatoid arthritis remains un- 
known. Although many theories (infectious, 
metabolic, endocrine, circulatory and neurogenic) 
have been proposed, no one of them has been gen- 
erally accepted. This disease presents a variety of 
clinical forms and pursues no single pattern of 
development. It must be regarded as a distinct 
disease entity that can readily be recognized. 
Space does not permit more than a listing of the 
outstanding features that distinguish rheumatoid 
arthritis from other forms of joint disease. It is 
essential to realize that one is dealing with a gen- 
eralized disease with well-marked constitutional 
manifestations that are not merely secondary to 
the articular lesions. Females are more common- 
ly affected than males, except in cases in which 
the spine is involved. The onset is not limited 
to any age group and may occur from infancy to 
senility. Constitutional symptoms often precede 
the appearance of objective joint signs, and it is 
thus possible to surmise the diagnosis in what may 
be termed a prodromal stage. The type of onset 
ranges from the insidious to the explosive, with 
endless variations between. In many cases, the 
initial complaints are fatigue, exhaustion, lassitude, 
loss of weight and symptoms referable to the nerv- 
ous system and the vasomotor apparatus. Both 
large and small joints are affected, at first perhaps 
in a migratory fashion but later with unrelenting 
persistence. Examination of the joints reveals no 
early findings that are specifically different from 
those of other forms of arthritis. The signs of 
inflammation, usually mild and often accompanied 
by effusion, almost always precede the development 
of limitation of motion and: deformity. More im- 
portant is the symmetrical, polyarticular distribu- 
tion of the arthritis, although involvement of one 
or a few joints is not uncommon in early stages. 
Muscular weakness and atrophy are prominent, 
and inflammation of extra-articular fibrous tissue 
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is almost invariably present, subcutaneous nodules 
forming a characteristic part of the clinical picture 
in about 20 per cent of the cases. Involvement of 
other organs of the body is evidenced in certain 
cases by cold, clammy hands and feet, atrophy 
and pigmentation of the skin, lymphadenopathy 
and splenomegaly, pericarditis and pleuritis, and 
ocular changes including uveitis and scleritis. The 
course of the disease is all too often one of steady 
or intermittent progression, although complete or 
nearly complete remissions are not unusual at 
first, and certain patients recover without sig- 
nificant residual disability. 

Laboratory studies, although not of diagnostic 
help, may aid in the determination of the severity 
of the disease. The sedimentation rate of the 
red cells and the Schilling or filament-nonfilament 
counts are useful in -following the course of the 
disease, but only occasionally in differential diag- 
nosis. In approximately 50 per cent of the cases, 
the serums of patients with rheumatoid arthritis 
agglutinate strains of hemolytic streptococci of 
Lancefield Group A in a characteristic manner. In 
such cases, a positive test is of value in distin- 
guishing rheumatoid arthritis from other forms 
of arthritis in which positive agglutinations are 
encountered only rarely. Unfortunately, the test 
is rarely positive in patients having the disease 
less than one year. The antistreptolysin and anti- 
fibrolysin titers in rheumatoid-arthritis serums are 
not characteristic, whereas rheumatic-fever serums 
usually show elevated values. Biopsy of subcuta- 
neous nodules is frequently of aid in differentiat- 
ing the former disease from the latter. Examination 
of synovial fluid is helpful in ruling out trau- 
matic arthritis, degenerative joint disease and the 
specific infectious arthritides. A hypochromic 
anemia is often found in severe cases. The white- 
cell count varies considerably. In most cases, it 
is within normal limits or only slightly elevated. 
In the acute and active stages, counts of 12,000 to 
20,000 may be observed, whereas in long-standing, 
chronic cases a definite leukopenia may develop. 

Roentgenograms in joint disease must always 
be interpreted in the light of the duration, severity 
and articular distribution. With the aid of such 
facts, accurate roentgenologic diagnosis of rheu- 
matoid arthritis is usually possible. The character- 
istic features include soft-tissue swelling, effusion, 
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systemic decalcification of bone, loss of bony 
substance in “punched-out” areas, narrowing or 
even obliteration of the joint space, marginal 
erosion and, finally, subluxation and gross bony de- 
struction. No single feature mentioned constitutes 
a diagnostic criterion, and it has been truly said 
that the picture differs from that of specific in- 
fectious arthritis largely in speed of progression. 

Because of limitation of space, points helpful in 
differential diagnosis are not considered at length. 
Those interested in this aspect of the subject are 
referred to a previous report.’ However, it should 
be emphasized that although rheumatic fever in 
its classic form is readily recognized, the acute 
type of rheumatoid arthritis, as well as rheumatic 
fever tending toward long-continued joint in- 
volvement, may render accurate diagnosis extreme- 
ly difficult. At the present state of knowledge, it 
must be assumed that the development of endo- 
carditis signifies the coincidental presence of rheu- 
matic fever. A migratory arthritis, tending to 
complete remission and restitution of joint func- 
tion, is, of course, strongly in favor of rheumatic 
fever. Erythematous skin lesions, electrocardio- 
graphic changes and rapid response to salicyliza- 
tion are also helpful in the decision for this di- 
agnosis. The subcutaneous nodules in rheumatic 
fever tend to appear in crops, are transitory, 
and usually disappear before reaching the size of 
those found in rheumatoid arthritis; as previously 
stated, they can be differentiated at biopsy, but 
only by a pathologist experienced in this field.’ 
In many cases, final decision between the two 
diseases must be left to the passage of time. Fortu- 
nately, nothing is lost by reservation of judgment, 
since the treatment is essentially the same for both 
diseases in this stage. The physician should not 
be afraid to admit the necessity for the passage of 
time to give the answer, since the patient is only 
too glad to learn that there is a reasonable doubt 
that he is suffering from a potentially crippling 
disease. It should be emphasized that the diagno- 
sis of rheumatoid arthritis should never be made 
without due consideration and that the disease de- 
serves the same respect and care accorded pulmo- 
nary tuberculosis and cancer. 


TREATMENT 


Because the cause of rheumatoid arthritis is 
unknown, there is no specific therapy directed 
toward an etiologic agent. The evidence at hand 
points to an unrecognized infectious origin. Meas- 
ures to increase the patient’s resistance and place 
him in the best general health, in addition to 
proper handling of the inflamed articulations to 
promote healing and preserve function, are there- 
fore in order. Once the diagnosis has been made, 
the patient should know what is ahead of him 
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and should be informed that there is no easy and 
rapid road toward arrest of the disease. He 
should also be made acquainted with the natural 
course of rheumatoid arthritis, so that he will 
not relax his precautions as a result of a remission 
or become overly depressed from a relapse. An 
optimistic, courageous, resourceful attitude is a 
requisite for the physician who would success- 
fully treat this disease and not see some of his 
patients wander off to patent remedies and quacks. 
He must even at times compromise with his in- 
tellectual honesty and employ methods of doubt- 
ful value, to hold the patient to the pursuit of 
a few simple measures of proved worth. Thus, 
the use of vaccines or other parenteral medication 
of unproved value, combined with generous meas- 
ures of suggestion, may tide the patient over a 
discouraging period when the disease seems to 
be at a standstill or progressing in spite of all 
efforts. 

Treatment varies, of course, according to the 
stage in which the patient is seen. In the initial, 
acute attack, there is a very good chance of remis- 
sion or even arrest of the disease. Continued rest 
and care after symptoms have apparently subsided 
are well worth the time and money expended. In 
patients in whom the disease is well established 
but relatively quiescent, the physician can tempo- 
rize and attempt to adapt the scheme of treatment 
to the patient’s occupation and habits, being care- 
ful, however, to resume restrictions at the first 
definite sign of an exacerbation. Instruction should 
always be definite and detailed, preferably writ- 
ten out. The possibility of a remission when things 
look darkest should never be lost sight of. The 
startling freedom from symptoms gained from 
intercurrent hepatic jaundice or pregnancy points 
out that the process is not irreversible and that 
the long-awaited specific method of treatment may 
yet come to light. Most students of the disease 
are of the opinion that the treatment of rheu- 
matoid arthritis can be divided as follows: meas- 
ures of proved value; and measures frequently 
employed but of questionable value. 


Measures of Proved Value 


It is agreed that general measures — including 
rest of the whole patient and of the joints, along 
with an attempt to preserve, so far as possible, 
the function of the articulations and muscles — 
form the backbone of the treatment of rheumatoid 
arthritis. Realizing the difficulty of evaluating 


therapeutic claims, one should never be too dog- 
matic in stressing the value of any single measure. 
Hospitalization is always of benefit when the 
patient is first seen, not only for the more ade- 
quate care of severe cases but also for diagnostic 
studies and observation if needed, to teach the pa- 
tient principles and methods that can later be pur- 
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sued at home and to provide orthopedic apparatus. 
How long such treatment should be continued will 
depend on individual factors such as the course 
and severity of the disease, the patient’s financial 
resources and the suitability of conditions for care 
at home. 


Rest. Complete rest in bed is essential in certain 
forms of the disease. The first is made up of 
acute febrile cases with severely inflamed joints 
and often resembling a specific infectious ar- 
thritis or rheumatic fever. Other forms include 
rapidly progressive cases, although the patient may 
be afebrile and the joints not acutely inflamed, pa- 
tients with marked constitutional manifestations 
and, finally, those whose weight-bearing joints are 
so inflamed or deformed as to make walking un- 
wise. The duration of bed rest, of course, depends 
on the patient’s response. In general, this situation 
is very much like that in pulmonary tuberculosis 
in which, to ensure against reactivation of the 
disease, rest must be prolonged even after the pa- 
tient has started to improve. Similarly, the process 
of getting up must be gradual and guarded. Sit- 
ting on the edge of the bed or in a chair for ten 
to fifteen minutes is all that should be allowed at 
first, with increases slowly granted and gauged 
according to the patient’s response. The physician 
must outline carefully the extent and duration of 
bed rest as soon as he has been able to estimate 
the necessary program, with the provision that 
unforeseen changes may force an alteration in 
the plan. 

The patients with milder cases who do not need 
bed rest when first seen, and those who have 
improved beyond that stage should continue to 
obtain more rest for an indefinite time. This may 
vary from ten to twelve hours in bed each night, 
in addition to an afternoon nap, to bed rest from 
eighteen to twenty hours out of the twenty-four. 
In such patients, the symptom of fatigue is as 
important a guide as the state of the joints. In 
other words, fatigue is a condition to be avoided 
at all cost—a principle to be learned and fol- 
lowed by the patient himself. If the patient 
is confined to bed for a long period at home, a 
hospital bed with an adjustable spring and mat- 
tress is well worth the rental or purchase price to 
both patient and attendant. If the lower extremi- 
ties are involved, a cradle or footboard is often 
necessary. The need for nursing care, of course, 
varies with the individual case. A_ practical or 
household nurse usually suffices if carefully di- 
rected by the doctor. If nursing care is unavail- 
able or unnecessary, a responsible member of the 
household should be chosen to act for the physi- 
cian to see that the course of the treatment is 
faithfully carried out. Finally, rest can be aided 
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materially by the judicious use of analgesics and 
hypnotics. Their use is described below. 
Treatment of joints. Rest of the involved joints 
promotes healing and is often essential to the com- 
fort of the patient. Weight bearing should not be 
allowed on acutely inflamed joints or those with 
heat or atrophied muscles, or both, or fixed in 
poor weight-bearing line. Once weight bearing is 
allowed, protection by means of bandages, splints 
or crutches is usually necessary. The production 
of subcutaneous nodules in points exposed to irri- 
tation furnishes an indication that rheumatoid tis- 
sue is affected adversely by trauma. Rest of joints 
also affords relief from muscle spasm and tension 
and allows for a decrease in swelling. The use of 
splints or casts further allows the joint inflamma- 
tion to subside, keeps the joint in an optimal posi- 
tion for function and protects against the deform- 
ing influences of muscle spasm and gravity. 
Prevention and correction of deformities are vital 
in the treatment of this disease. In many pa- 
tients with arthritis, severe deformities and con- 
tractures occur in joints that have received inade- 
quate splinting. The physician must be alert to 
this possibility and forestall it by careful splinting 
of the affected joints in the position of optimal 
functicn. Molded plaster splints or bivalved plas- 
ter casts are the most comfortable and efficient 
devices for the feet and knees. The plaster should 
be shaped so that the foot is supported at a right 
angle to the leg, and the arch carefully molded, 
with additional support just behind the metatarsal 
heads so that the toes are kept straight. The plas- 
ter should extend beyond the toes, and a crossbar 
of wood should be incorporated at the heel to pre- 
vent outward rotation deformity of the hip. It 
should extend upward to the gluteal fold. 
Although continuous use of these protective ap- 
pliances is necessary at first, they may later be used 
only at night or for certain periods during the day. 
When casts are employed, they should be bivalved 
after the first few days so that the joints may be 
given physical therapy (exercises, massage and so 
forth). From the very beginning, a determined 
effort must be made by physician and patient to 
preserve articular function. Even if the joints are 
acutely inflamed, a gentle, guided and supported 
movement or two is possible each day and is im- 
measurably helpful in the prevention of adhesions 
and ankylosis. Later on, systematic active exer- 
cises such as are used in anterior poliomyelitis 
should be performed several times daily, limited 
only by fatigue and pain, not during but persisting 
after the exercises. Regular exercises probably aid 
in the absorption of exudates and encourage the 
will and discipline of the patient. Along with 
such exercises of the joints, the patient should be 
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taught to assume a supine position, with the bed 
flat, for increasing periods up to several hours a 
day. At this time, breathing and postural exercises 
can be done. Even if experienced in the treatment 
of rheumatoid arthritis, the physician will do well 
to seek the advice and aid of the orthopedist both 
at the beginning and at regular intervals in the 
course of the treatment of any patient whose joints 
are severely involved. 

Physical therapy cannot be dispensed with in 
the treatment of rheumatoid arthritis. The knowl- 
edge that heat, exercise and massage are beneficial 
in the treatment of this disease probably antedates 
all recorded medical teaching. Unfortunately, 
there is still no adequate knowledge of the mech- 
anism by which these measures give relief, and 
one must prescribe physical therapy largely ac- 
cording to its effect. The joints and periarticular 
structures of most patients with rheumatoid ar- 
thritis are less painful and move more freely after 
the application of heat. A few exceptions are 
found in patients with acute, severely inflamed 
joints and in the not uncommonly encountered 
persons whose joints are more painful when heat 
is applied. For the first group, simple fixation 
should be used until the inflammation subsides; 
for the second, the patient’s word should be imme- 
diately accepted and heat withheld or even a trial 
made with cold applications. There is no scientific 
and little clinical evidence that any form of heat 
is superior. In the hospital, local diathermy or 
carefully applied hot packs may be serviceable; in 
the home, an inexpensive electric baker or an elec- 
tric pad can be employed. The duration of the 
— application of heat should not cause tiring or dis- 

comfort. Several brief applications a day are bet- 
ter than one more prolonged. In general, a visi- 
ble reaction should be effected, with reddening 
and sweating of the overlying skin. If excessive 
fluid or salts are lost in the sweat, with a weaken- 
ing effect, water and sodium chloride must be 
supplied. 

When multiple joints are involved, immersion 
of the patient in a hot bath or under a hot shower 
often relieves symptoms. This form of treatment 
is not indicated in debilitated patients or in those 
with too active an arthritis to permit movement 
to a tub or shower. The length of the patient's 
stay in the water should be gradually increased up 
to a maximum of half an hour. The bath may 
be given every day if well tolerated, the most ef- 
fective time being the morning. A safe bath tem- 
perature to begin with is 100°F., but this can often 
be increased as time goes on. If the patient com- 
plains of perspiration accompanied by weakness 
during this course of treatment, extra sodium 
chloride must be supplied. Immersion of the ex- 
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tremities in contrast baths (hot water followed by 
cold) is of value in certain cases; these are usually 
cases with less advanced changes, but again the de- 
cision must be made on the response of the pa- 
tient. If increased pain is caused by contrast baths, 
heat alone should be applied. The best schedule 
to follow is: immersion in hot water for six min- 
utes, immersion in cold water for four minutes, 
immersion in hot water for six minutes and so 
on, for a total of seven times, four hot and three 
cold. 

Pools similar to those employed in the aftercare 
of poliomyelitis to allow exercise of the legs with- 
out weight bearing are of value if available. Mas- 
sage given in the pool should be gentle and ap- 
plied to muscles rather than to joints. 

Fever therapy is often beneficial for patients in 
good general condition in whom the disease is sta- 
tionary or gradually progressive. No dramatic, 
curative results can be expected, but the patient’s 
symptoms may be temporarily improved and his 
determination thus strengthened. In a few cases, 
the gain following fever therapy may be held and 
even increased in the course of general treatment. 
The various methods of providing fever can be 
used according to their availability. 

No specific effect of sunlight on the course of 
rheumatoid arthritis has been demonstrated, but 
its use in control dosage may aid the patient’s ap- 
petite and sense of well-being. If the patient can 
be exposed to the sun fairly regularly, vitamin D 
preparations can be dispensed with. Excessive ex- 
posure to sunlight should be avoided. 

Surgery and manipulation of the joints are often 
indicated in the treatment of rheumatoid arthritis. 
With proper selection of cases and procedure, and 
with close attention to operative detail and follow- 
up care, marked improvement in joint function 
may be expected from certain orthopedic opera- 
tions. However, there are many pitfalls to be 
avoided, and it is only after the most careful study 
of the individual case and under skilled super- 
vision that operative intervention is to be under- 
taken. It is impossible to give more than a list 
of the types of procedures available, with a few 
of their indications. 

Whenever possible, deformities should be cor- 
rected by the simplest method that will suffice. 
Daily gentle stretching of quiescent but stiff joints 
is the safest procedure of mobilization. In many 
cases, one may safely straighten a flexed knee by 
applying a cast in maximal correction, bivalving 
the cast and, after a few days to a week of physi- 
cal therapy, applying another cast. With each 


change of plaster, it is usually possible to gain fur- 
ther correction until the knee deformity is .com- 
pletely overcome. Although this method is slow, 
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it is very comfortable and avoids many dangers of 
the more forceful methods. Acute deformed joints 
may often be put in correct position by gentle 
manipulation under light general anesthesia. The 
new position should be maintained by proper 
splinting or a carefully applied cast that is not dis- 
turbed until the reaction from the manipulation 
has subsided. Wedging casts are often employed 
for the correction of knee-flexion deformity but 
are contraindicated if there is evidence of an acute- 
ly inflamed synovial lining or posterior subluxa- 
tion of the tibia on the femur. Extreme care is 
necessary if pressure sores are to be avoided. Ad- 
hesiye or skeletal traction, often combined with 
posterior capsuloplasty, may be resorted to in the 
severer and more intractable knee-flexion deformi- 
ties. Synovectomy is definitely contraindicated in 
the acute phase of rheumatoid arthritis, but cer- 
tain knees, which under prolonged conservative 
care have failed to become quiescent, are much 
improved by a subtotal removal of the synovial 
membrane. 


A joint that is so destroyed by the pathologic 
process that all useful motion has been lost and 
yet remains painful presents a problem in selection 
of operative procedure. The choice rests between 
arthrodesis and arthroplasty. The former has the 
advantage of practically assuring a pain-free joint, 
and the operation may be performed while the 
disease is still active; the wrists, shoulders, hips, 
knees and ankles are most frequently selected for 
arthrodesis. Arthoplasty — that is, the restoration 
of motion in an ankylosed joint by operative 
means — should be undertaken only after the most 
careful consideration of many factors. The joint 
and all other joints must be in a quiescent phase. 
If there is a recrudescence of the disease, the oper- 
ation usually fails. Since the postoperative care is 
prolonged and often painful, the patient should 
be co-operative and not hypersensitive to pain. The 
elbow, interphalangeal joints of the fingers, the 
hip and the knee are the most favorable joints for 
arthroplasty. Osteotomy may be used occasion- 
ally to improve the position of an ankylosed joint. 

Diet. The patient with rheumatoid arthritis has 
long been subject to varying forms of dietary re- 
strictions. Because of the age-old confusion of the 
disease with gout, he may still be deprived of the 
vital body-building substances contained in meat. 
The citrus fruits, which are the best known source 
of vitamin C, should not be deleted from the die- 
tary of the patient with rheumatoid arthritis be- 
cause of their supposed “acid-producing qualities.” 
A low-calorie diet with carbohydrates reduced to a 
minimum should not be prescribed for a patient 
whose weight and energy are below par. No ex- 
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perimental evidence adequately supports the ma- 
jority of the diets that have been used. in the past. 
Carefully controlled clinical studies? have shown 
benefit rather than harm from the employment 
of diets high in proteins and carbohydrates and 
containing large amounts of citrus fruits. No one 
food or class of foods needs to be restricted in the 
diet of a patient with rheumatoid arthritis. 


There is no proof that the etiology of this dis- 
ease lies in a dietary deficiency. Clinical experi- 
ence has repeatedly shown that therapy based on 
the supplying of one or more dietary factors in 
normal or excessive quantities offers no hope of 
success. Nevertheless, a surprising amount of im- 
provement in energy and nutrition may often be 
gained from dietary therapy alone. On what must 
be admitted are for the present largely empirical 
grounds, we believe that a patient with rheuma- 
toid arthritis should receive a diet that is more 
than adequate in every respect, with the calories 
adjusted to the patient’s energy requirements and 
weight. Since weight loss is common, a high- 
calorie diet is usually required. To aid in com- 
bating the diffuse and local bone atrophy that is 
frequently present, the diet should be abundant in 
calcium and phosphorus, with sufficient additional 
vitamin D in concentrated form to ensure com- 
plete absorption of these minerals from the gas- 
trointestinal tract. For the treatment or the pro- 
phylaxis of the hypochromic anemia that may ac- 
company severe cases, a sufficient supply of iron 
and meat (especially liver) must be prescribed. 
Provision should also be made for an ample intake 
of the other important vitamins. Carbohydrates 


need be restricted only if the patient is overweight — 


or if such restriction is necessary to provide for 
an adequate intake of more essential factors. Such 
a diet supplies a sufficient amount of roughage, 
which may require curtailment if the patient pos- 
sesses an overirritable bowel. In summary, the 
diet of the patient with rheumatoid arthritis should 
contain as much fresh fruit and fresh vegetables 
as possible, at least two glasses of fruit juice or to- 
mato juice, seafood, fowl or meat of any kind and 
two or three glasses of milk. He should be al- 
lowed butter, cream, cheese and eggs as desired. 
The rest of his diet can be adjusted to his own 
choice, provided he does not gain too much weight. 

Vitamins. As stated above, rheumatoid arthri- 
tis does not originate from vitamin deficiency and 
cannot be cured by the administration of normal 
or excessive amounts of vitamins. The prescrip- 
tion of concentrated vitamins is warranted only 
on the basis of securing a well-balanced dietary 
intake containing optimal amounts of the neces- 
sary constituents. For this purpose, but with no 
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thought of a specific effect, we usually advise the 
patient to partake of vitamin concentrates in addi- 
tion to a well-rounded diet. 

Besides containing vitamins A and D, cod-liver 
oil in dosage of 2 or 3 ounces (60 to 90 cc.) daily 
is unsurpassed in its ability to put weight on a pa- 
tient. If a gain in weight is unnecessary or unde- 
sirable, or if the patient is unable to take cod-liver 
oil, vitamins A and D may be supplied in concen- 
trated form. Although the decalcification noted in 
rheumatoid arthritis has not been shown to be sec- 
ondary to a primary disturbance in calcium and 
phosphorus metabolism, it seems reasonable not 
only to supply adequate amounts of these minerals 
in the diet but also to ensure their absorption from 
the gastrointestinal tract. Recently, reports have 
claimed that marked clinical improvement fol- 
lows the administration of massive doses of vita- 
min D (150,000 to 1,000,000 U.S.P. units daily). 
Carefully controlled studies by others* have shown 
that such dosage does not alter the course of the 
disease and, in addition, exposes the patient to 
the discomfort of nausea and vomiting and other 
toxic manifestations and the dangers of persistent 
hypercalcemia. For these reasons, we do not rec- 
ommend the use of vitamin D preparations in 
amounts above the usual therapeutic dosage (5000 
to 10,000 U.S.P. units daily). 

In addition to its role as a part of the normal 
human dietary, the vitamin B complex may be 
useful in promoting appetite and normal func- 
tioning of the gastrointestinal tract. Occasionally, 
when prescribed as brewer’s yeast or yeast-concen- 
trate tablets, this form of medication defeats its 
own purpose and causes digestive upsets. In such 
cases, thiamine chloride may be prescribed alone 
in dosage of 1 to 3 mg. daily, or with the addition 
of riboflavin and niacin (nicotinic acid). 

Recent studies have shown that many patients 
with rheumatoid arthritis have a subnormal level 
of vitamin C in the blood. Furthermore, such 
patients have a greater demand for vitamin C 
and can tolerate a large intake without much loss 
in the urine. In spite of this interesting thera- 
peutic lead, carefully controlled studies have failed 
to show improvement in the course of the disease, 
even though 200 mg. or more of vitamin C are 
administered daily for as long as eight months. 
For patients who are able to take 8 ounces of 
orange juice daily, extra amounts of vitamin C in 
crystalline form appear to be superfluous. 

Climate. That the symptoms of rheumatoid 
arthritis may be enhanced by dampness or changes 
in weather is known to the man in the street 
as well as to the student of the disease. There is 
little proof, however, that climatic conditions and 
dampness bear a direct etiologic relation to the 
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onset of the disease. Rheumatoid arthritis is said 
to be rare in the tropics, but further work in 
geographic pathology is necessary to establish this 
point. Patients who migrate to a warm, dry 
climate usually do not improve unless the disease 
is actively supervised and treated. It is reasonable 
that a patient with rheumatoid arthritis, if only 
for his own comfort, should avoid chilling and 
dampness and should wear warm outer and inner 
clothing in the winter season of the temperate 
zone. Whether or not he should move to a 
warm, dry climate is another question. Such a 
move should certainly not be made at great fi- 
nancial sacrifice and should not involve giving 
up the possibility of a gainful occupation. A period 
of at least six to twelve months must be devoted 
to the project to make it worth while. A definite 
arrangement should be made beforehand so that 
the patient can receive proper treatment and su- 
pervision. Most of the advantages from change 
of climate are probably due to the fact that 
because the patient has made this radical step, he 
is willing to go still farther and put himself under 
sanatorium treatment. A stay in the South may 
be of great benefit to an occasional patient who 
will accept regulation and supervision only under 
the guise of climatotherapy. Although a winter 
in the South is a pleasant luxury for the patient 
who can afford it, in most cases the disease must be 
combated in the patient’s own environment. 

Foci of infection. Irrespective of the claims made 
by various workers concerning the role of foci of 
infection in the production of rheumatoid ar- 
thritis, most students of the disease agree that it 
is as great a problem today as before the intro- 
duction of the theory of focal infection. A careful 
and conservative attitude is indicated. The best 
one can do is to lay down certain principles and 
indications. If the arthritis follows directly on 
an infection susceptible to treatment, such as an 
attack of tonsillitis, focal removal is wise. We 
have found that such patients bear some liability 
to exacerbations in the arthritis following subse- 
quent attacks. Focal removal should never be 
used to the exclusion of valuable general meas- 
ures or to delay their execution. Expensive comb- 
ing of the patient for sources of infection is rarely 
warranted, and consultants’ reports must be inter- 
preted and acted on by the doctor in charge of the 
patient. The evidence is distinctly against the im- 
portance of the gall bladder, appendix, bowel (con- 
stipation) and male and female genitourinary tracts 
as foci of infection. Therefore, medical or surgi- 
cal measures for these regions should be employed 
only as indicated to improve the general health 
of a patient without arthritis. The role of dental 
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infections, especially the pulpless tooth, has proba- 
bly been exaggerated. Even if infection is de- 
monstrably present, the practitioner may be justified 
in advising against the extraction of necessary teeth 
in debilitated patients and thus running the risk 
of interfering with their nutrition. Advanced cases 
are rarely benefited by focal removal unless this 
is essential for their general health. In patients 
over fifty, the risks of anesthesia and operation 
must be considered. As is apparent, we have 
adopted a conservative attitude, which we consider 
justified at present. 

Drug therapy. Like other chronic diseases of un- 
known origin, rheumatoid arthritis has not suf- 
fered from a paucity of remedies of supposed cura- 
tive value. For our purpose, an exhaustive listing 
and discussion of drugs of unproved worth is un- 
necessary and would merely be confusing. We 
shall, therefore, confine ourselves to drugs of value 
in the relief of symptoms. The so-called “specific 
measures” that merit attention either from a cer- 
tain amount of favorable evidence or from the 
combined notoriety of enthusiastic clinical _re- 
ports and extensive advertising will be discussed in 
a subsequent section. 

Relief of pain is of paramount importance in the 
treatment of rheumatoid arthritis. Pain interferes 
with rest, sleep, exercise and appetite — all critical 
factors in recovery. It has been shown that pain de- 
creases peripheral circulation and muscle func- 
tion, presumably through nervous reflexes. In 
certain cases, the patient would be reasonably 
well, so far as articular function or constitutional 
symptoms are concerned, were it not for the pres- 
ence of persistent disabling pain. Without deny- 
ing that measures such as rest, physiotherapy, fix- 
ation of joints and even psychotherapy play a 
major part in lessening pain, in many cases the 
physician should rightly resort to the use of drugs 
until the symptoms can be controlled by other 
methods. 

The salicylates rank first for this purpose from 
the standpoint of both safety and efficacy. Aspirin 
is usually more effective than sodium salicylate, 
which, however, is less likely to cause gastric 
symptoms. The amount used should depend en- 
tirely on the patient’s response, care being taken, of 
course, to fall short of toxic manifestations. Many 
patients need 10 gr. (0.6 gm.) every four hours, 
and others as much as 15 to 20 gr. (1.0 to 1.3 gm.) 
every three hours. Since so many patients with 
rheumatoid arthritis suffer pain and stiffness in 
the early morning hours and are relatively free 
later on in the day, the first dose may be given 
as soon as the patient awakens, followed by an- 
other after breakfast. The addition of sodium 
bicarkonate or the substitution of equal doses of 
phenacetin often serves to allay gastric disturb- 
ances. Phenacetin is also useful in patients who 
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are not entirely relieved by aspirin. Proprietary 
preparations, usually with the salicylate radical or 
aspirin as a basis, have not been found more ef- 
fective except that they are occasionally better tol- 
erated by the stomach. Although ammonium 
ortho-iodoxybenzoic acid (Amidoxyl) given intra- 
venously in 1 per cent solution sometimes relieves 
pain for several days or longer in a stubborn case, 
this drug must be considered an entirely sympto- 
matic rather than a specific remedy, and care must 
be taken in its administration to avoid unpleasant 
reactions. Products containing aminopyrine (Py- 
ramidon) had best be entirely dispensed with if 
possible on account of the rare but real possibility 
of a serious or fatal granulocytopenia. The same 
caution applies to cinchophen and compounds 
that may cause severe, often fatal, liver damage. 

If the salicylates are not entirely effective, codeine 
in amounts of % to 1 gr. (0.017 to 0.067 gm.) may 
be added to each dose of salicylates. The physician 
should remember that codeine alone is a much less 
effective analgesic than in combination with the 
salicylates. Only occasionally is the use of mor- 
phine, pantopon or dilaudid justified. We cannot 
overemphasize the dangers of addiction in a pa- 
tient with a chronic disease. 

Hypnotics are valuable for patients unable to 
sleep, unless the insomnia is clearly due to pain. 


The use of these drugs in rheumatoid arthritis 


does not differ from that in other conditions, ex- 
cept that special care should be taken to avoid de- 
pression the next morning. The combined use of 
a hypnotic and an analgesic at bedtime is often 
more effective than either alone. Patients in whom 
it is suspected that part of the symptoms may be 
due to emotional causes are benefited by mild con- 
tinued sedation such as that obtained from pheno- 
barbital, % to 4% gr. (0.017 to 0.033 gm.), four 
times daily. 

Novocain block usually gives temporary relief 
to a painful extremity that fails to respond to other 
measures. At times, the relief of pain is held, the 
vicious cycle of pain, muscle spasm and disability 
apparently being broken by one or two infiltra- 
tions with an aqueous solution of 2 per cent novo- 
cain above the affected joint. Further trial should 
be made of this method. 


Transfusions. If the anemia present fails to re- 
spond to iron in adequate dosage, blood transfu- 
sions are needed to bring the hemoglobin and 
red-cell levels to normal. In addition, transfusions 
in certain cases apparently may initiate a striking 
remission. If tried, at least two, of 500 cc. each, 
should be given. 


Psychotherapy. The temporal relation of dis- 
turbing environmental factors to the onset and 
exacerbations of rheumatoid arthritis has long 
been noticed and recorded in isolated cases. 
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Recent studies” of unselected group of 
patients with rheumatoid arthritis compared with 
a control group with varicose veins have shown 
such a relation to exist in a significant number of 
cases. Without implying that rheumatoid arthri- 
tis is of psychogenic origin, we do believe that the 
physician must-recognize the fact that worry, grief 
and anxiety can be major contributory factors in 
the progression of this chronic disease. In certain 
patients, symptoms of undoubtedly functional ori- 
gin, even classic hysteria, may be superimposed on 
those due to the arthritis itself. Since pain may 
be present, apparently out of all proportion to the 
activity and extent of the disease, the burden of 
proof should be on the physician to determine 
that fears and conflicts are responsible for a low 
threshold of sensitivity. In a few patients, super- 
ficial investigation along these lines is revealing 
and rewarding, the excessive pain being strikingly 
relieved by the sympathetic listening and encour- 
agement of the physician. In all patients, the in- 
itiative, leadership and resourcefulness of the doc- 
tor count heavily in whatever success is obtained. 
A set routine to be carried out according to de- 
tailed instructions is valuable from the point of 
view of suggestion. Equal benefit is obtained by 
a change in the routine from time to time, both 
according to the progress of the disease and to 
maintain the patient’s interest and confidence. 


Measures Frequently Employed but of Ques- 
tionable Value 


Vaccines. That no theoretical basis exists for 
the use of vaccine therapy in rheumatoid arthritis 
rests on two considerations: we are not acquainted 
with a single disease of known cause in which 
vaccine treatment is effective; and there can be no 
specific vaccine for a disease of unknown etiology, 
and organisms isolated at random from the naso- 
pharynx or stools cannot be deemed specific even 
with positive skin and complement-fixation reac- 
tions.® Since the therapeutic results are negative 
in carefully controlled series of cases,’ one may 
conclude that there is neither clinical nor theoreti- 
cal ground for the use of vaccines in rheumatoid 
arthritis. As mentioned above, there is no ob- 
jection. to their use in patients who are doing bad- 
ly or standing still, to afford the doctor oppor- 
tunity to continue with general measures of value 
and keep the patient under supervision. The 
same thing applies to the injection of various for- 
eign proteins, including milk and peptone. 

The intravenous injection of typhoid vaccine in 
amounts sufficient to cause a rise in temperature 
falls under the section on fever therapy. 

Sulfur. Recent careful studies* have shown that 
a primary disturbance in sulfur metabolism is not 
present in rheumatoid arthritis. Clinical evidence 
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of benefit from sulfur therapy rests on premature, 
poorly controlled overenthusiastic reports.” 
With the data available at present, sulfur, whether 
administered by mouth or parenterally, has no 
place in the treatment of rheumatoid arthritis. 

Large doses of vitamin D. As stated above, the 
administration of excessive doses of vitamin D has 
no place in the treatment of rheumatoid arthritis. 
Furthermore, the administration of vitamin D in 
the amounts advocated by some workers is not 
without harm to the patient. 

Cobra venom. This substance has been success- 
fully used in the treatment of intractable pain due 
to cancer. Carefully controlled studies in this 
clinic’ have shown this form of treatment to be 
ineffective in relieving the pain of rheumatoid ar- 
thritis. 

Bee venom. In spite of the advocacy of bee 
venom by certain workers, the preliminary reports 
concerning its use have been favorable in only a 
small percentage of cases. The good results have not 
as yet been substantiated, and its use is therefore 
not recommended. 

Chaulmoogra oil. There is no indication for 
the use of chaulmoogra oil in the treatment of 
rheumatoid arthritis. 

Arsenic and todides. These drugs have long en- 
joyed an undeserved reputation in the treatment of 
rheumatoid arthritis, their supposed action being 
vaguely explained as that of “alteratives.” 

Endocrine therapy. No endocrine preparation 
has been shown to exert a specific effect in rheu- 
matoid arthritis. There is no evidence of hypo- 
thyroidism in this condition, and treatment with 
thyroid has been unsuccessful in our hands, even 
in relieving the vasomotor symptoms by increas- 
ing the peripheral circulation. 

Although the disease shows a high incidence in 
women of menopausal age, a direct connection be- 
tween the menopause and the onset or progress 
of the disease has not been demonstrated. Re- 
placement therapy with estrogenic material may 
be used legitimately for relief of distressing meno- 
pausal symptoms but not with the hope of altering 
the arthritis. 

Adrenocortical preparations do not help the as- 
thenia so often noted in rheumatoid arthritis, al- 
though the pigmentation, low blood pressure and 
extreme weakness may suggest Addison’s disease. 

Skeletal decalcification is common in rheumatoid 
arthritis, but metabolic studies have not shown 
that this is due to overactivity of the parathyroid 
glands, and their removal is not indicated. 

Gold. Since their introduction by Forestier" 


about ten years ago, gold salts have been used ex- 
tensively in the treatment of rheumatoid arthritis 
on the Continent and in England. This form of 
therapy has been slow to gain acceptance in the 
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United States, largely owing to the dangers of tox- 
icity. Recently, carefully observed series of cases 
have appeared in the American literature. Writers 
on the subject have been almost unanimous in 
stating that although toxic reactions are common 
and occasionally serious, gold therapy constitutes 
the most valuable form of treatment known at 
present for rheumatoid arthritis. Because of the 
importance of the subject and the limited space 
available, we shall defer detailed comment on this 
form of therapy. At present, we are convinced 
that further experience is necessary before we shall 
know the therapeutic value of gold in rheumatoid 
arthritis, to say nothing of how it works to pro- 
duce its effects. From the figures in the literature 
and from our own preliminary results,’*'* the 
case for gold as a specific treatment of rheumatoid 
arthritis remains unproved. Further work will 
decide whether this form of therapy merits the 
acclaim given it by some workers. It is not con- 
stantly effective, and it carries a danger of tox- 
icity too great for any but an indispensable drug. 


TREATMENT OF RHEUMATOID SPONDYLITIS 


Involvement of the spine may precede, accom- 
pany or follow rheumatoid arthritis of the periph- 
eral joints. Contrary to the usual sex distribution, 
the spinal form of the disease is vastly commoner 
in males. The general treatment outlined for rheu- 
matoid arthritis is equally applicable to this form 
of spondylitis, which is also called “spondylitis de- 
formans,” “spondylitis rhizomelica” and “Striim- 
pell-Marie Arthritis.” Removal of the foci of infec- 
tion is of unproved benefit. If untreated, these pa- 
tients usually develop severe spinal deformities and, 
often, hip and knee flexion deformities. As soon 
as the diagnosis of rheumatoid spondylitis is made, 
therefore, the physician should devote every effort 
to keeping the patient’s spine in optimal position. 
The patient should sleep on a firm hair mattress, 
with fracture boards beneath it, or on a Bradford 
frame or in a plaster body shell lined with felt. A 
flexion deformity already present may be corrected 
slowly by stretching of the dorsal spine over a 
blanket roll for fifteen-minute periods, three or 
four times daily. Gentle hyperextension under 
general anesthesia, repeated at fortnightly inter- 
vals if necessary, may be used if other methods 
fail. As the deformity is reduced, the bed or 
plaster shell is altered to fit the spinal curves. 
Deep-breathing exercises should be prescribed and 
carried out at least three times daily. The ab- 
dominal, gluteal and intrascapular muscles should 
be faithfully exercised. If the hip and knee joints 
are acutely involved, adhesive traction may be 
necessary. When the patient is able to be up, 
the spine should be protected by a carefully fitted 
Taylor back brace or removable plaster jacket until 
it has become completely quiescent. The cervical 
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spine may need traction with a head sling during 
the very acute stage. Later, a Thomas collar, made 
from Bristol board, padded with felt or sponge 
rubber and carefully fitted to the neck, shoulders 
and mandibles, gives adequate support. If the 
spine becomes solidly ankylosed, symptoms dis- 
appear, and apparatus may be discarded. 

Progressive involvement of the hips presents 
a problem as_ yet unsolved. During the early 
stages, every effort should be directed toward the 
prevention of flexion deformity, so that walking 
will not be interfered with unduly, but if the 
progress: of the disease cannot be arrested short 
of ankylosis of the hips, they should be placed 
in a position of 30° to 60° flexion so that the 
patient will be able to sit comfortably. The same 
general plan should be followed for knee involve- 
ment. The restoration of joint function by means 
of arthroplasty of the hips is very difficult of at- 
tainment and should be attempted only by a skilled 
orthopedic surgeon. The employment of a vital- 
lium metal cup over the femoral head, as de- 
scribed recently by Smith-Petersen,* gives far bet- 
ter results than the use of fascia lata. Deep x-ray 
therapy to the spine and sacroiliac joints is oc- 
casionally helpful in the relief of symptoms but 
does not arrest the progress of the disease. 


It is hoped that this brief review will convince 
many doubting physicians that good therapy is 
available for the patient with rheumatoid arthri- 
tis, and that if it is carried out religiously and 
with enthusiasm, it will frequently give very grati- 
fying results. 
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CASE 28381 
PRESENTATION OF CASE 


A sixty-five-year-old man was admitted to the 
hospital because of intense abdominal pain. 

For more than five years before admission, the 
patient had suffered. with a feeling of fullness and 
gas after meals. Occasionally, brief attacks of epi- 
gastric pain occurred that were not related to food 
indiscretions and bore no apparent relation to 
meals. These symptoms were relieved by “cream 
of tartar.” The patient also employed cream of 
tartar as a laxative; however, the constipation was 
only of a mild type. He occasionally noticed 
bright-red blood on the outside of his stools, par- 
ticularly after a “drinking” bout. | 

Six hours prior to admission, while straining at 
stool, the patient felt “something explode” with- 
in his abdomen. Extreme nonradiating pain de- 
veloped about the umbilicus. He did not vomit 
or move his bowels. He had been well the night 
before and had had a normal bowel movement 
on the previous day. He then drank a small 
amount of water, which was immediately vom- 
ited. The pain rapidly increased in severity and 
became widespread, but was severest in the epi- 
gastrium and about the umbilicus. The patient 
did not suffer with chills or fever. He had never 
suffered a similar previous attack. 

The family and past histories were irrelevant 
except that the appendix had been removed eight- 
een years previously at this hospital. 

Physical examination revealed a thin, restless 
man who was obviously extremely ill. He groaned 
and complained severely of his pain. Examina- 
tion of the heart and lungs was negative. The 
abdomen was extremely rigid, but not distended. 
The abdominal wall was tender even to light 
palpation, particularly about and to the right of 
the umbilicus. No peristaltic sounds were audi- 
ble. Rectal examination revealed a moderately 
enlarged prostate and a posterior internal hem- 
orrhoid. 

The blood pressure was 130 systolic, 80 diastolic. 
The temperature was 99°F., the pulse 80, and the 
respirations 26. 

Examination of the blood showed a red-cell 
count of 3,880,000 with a hemoglobin of 70 per 
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cent, and a white-cell count of 20,700. The urine 
had a specific gravity of 1.015 and was acid in re- 
action, and the sediment contained 10 to 20 hyaline 
casts, 1 granular cast and 4 or 5 white blood cells 
per high-power field. A flat plate of the abdo- 
men showed no air under the diaphragm. 

The patient was operated on immediately after 
admission. 


DIFFERENTIAL DiAGNosIs 


Dr. Ernest M. Datanp: This was an acute ab- 
dominal emergency, the patient coming in six 
hours after the onset of pain. We think imme- 
diately of the possibility of a pre-existing gastric 
lesion, such as an ulcer, but the first paragraph 
does not give a very clear picture of such a con- 
dition. There was no definite relation of his 
symptoms to meals, and apparently the pain was 
not relieved by food but was relieved by cream of 
tartar, which is acid potassium tartrate. I do not 
know whether that is used in the same way as 
soda is, and I do not know the significance of 
relief by cream of tartar. 

We are told that this man was thin, restless, 
extremely ill, groaning and complaining of severe 
pain. “The abdomen was extremely rigid but not 
distended.” The symptoms seem to have been 
centered around the umbilicus and somewhat on 
the right side. In this region, we think of abnor- 
malities of the gall bladder, duodenum and pan- 
creas. I think the sudden onset rules out perfora- 
tion of the gall bladder. The gall bladder does 
not perforate unless it is gangrenous, and this was 
a little too rapid for a gall bladder to become gan- 
grenous and rupture. There may have been a 
diverticulum of the duodenum that had ruptured. 
The possibility of carcinoma of the stomach must 
be considered. However, the symptoms went back 
five years, and there is no evidence that they had 
particularly changed during the last few months. 
Perforation of a carcinoma of the stomach is a very 
rare condition, although it does occur and simulates 
a perforated ulcer. Mesenteric thrombosis should 
be considered. The rigidity was quite general- 
ized, although a little more marked on the right. 
This is a rather rapid history for mesenteric throm- 
bosis, however. The usual story in this condition is 
a warning sign of mild pain at the time the throm- 
bosis starts, —an interval of a few hours,— and 
then sudden violent pain due to change in circu- 
lation. Acute pancreatitis, I think, can be ruled 
out on the same basis. This is too rapid an onset 
to go on to perforation of the pancreatic capsule. 
Obviously, the patient did have some type of per- 
foration. 

I should like to know whether this patient had 
any sugar in his urine, because diabetic coma can 
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simulate a perforated gastric ulcer. I once was 
called to the Emergency Ward to see a patient 
with an acute abdominal history. The story seemed 
to be perfectly typical of perforated ulcer. I was 
told that the patient was in the third room, went 
down and examined him, put my hand on his 
belly and said, “This is a typical belly of a rup- 
tured ulcer.” Then someone said: “This is the 
wrong patient. This patient has diabetic coma. 
Your patient is in the next room.” I have never 
forgotten it. 

Dr. Tracy B. Mairory: The qualitative test 
for sugar was positive; it was not quantitated. 

Dr. Dataxn: I doubt very much if this was 
diabetic coma. The sudden onset rules it out, but 
it should be thought of. 

My opinion is that this patient had a perforated 
peptic ulcer, even though the history is not typical. 
The clinical finding of extreme rigidity in an ex- 
tremely ill patient to me means perforated peptic 
ulcer. 

Dr. Mattory: I take it then, Dr. Daland, that 
you believe this patient should have been operated 
on immediately. Where would you make your 
incision? 

Dr. Darann: I should make a right upper 
rectus-splitting incision. 

Dr. Mattory: That was done on this patient, 
and a perfectly normal stomach and duodenum 
were found. With further exploration, pus ap- 
peared to well up from the left lower quadrant. 

Would you care to speculate on what you might 
have done at that point? 

Dr. Davann: I think I should have mace an- 
other incision. 


CLINICAL DIAGNOsIS 


Perforated peptic ulcer. 


Dr. DaLanp’s Diacnosis 


Perforated peptic ulcer. 


ANATOMICAL DIAGNOSIS 


Perforated carcinoma of sigmoid. 


PaTrHoLocicaL Discussion 


Dr. Matiory: A second incision was made in 
the lower left rectus muscle, and an obvious car- 
cinoma of the sigmoid was found with a perfora- 
tion through it. The sigmoid was then exterior- 
ized through the abdominal wound. There was, 
of course, an obvious general peritonitis. The pa- 
tient survived only a few days. 

At the time of autopsy, nothing further was 
found that would account for any of the symp- 
toms. It was quite clear that the spontaneous per- 
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foration of the sigmoidal carcinoma was the source 
of the immediate symptoms. 

Dr. D. N. Sweeney, Jr.: It is of some interest 
that after the patient’s death his wife admitted 
that she had given him three enemas, which ob- 
viously passed through the perforation and thus 
aided the rapid generalization of the peritonitis. 


CASE 28382 
PRESENTATION OF CASE 


A. forty-year-old secretary entered the hospital 
complaining of fatigue and shortness of breath. 

The patient felt perfectly well until she was 
nine years of age, when, during the course of a 
summer, without symptoms and without pain, 
she developed a crooked back. For several years 
thereafter, she performed daily orthopedic exer- 
cises without apparent benefit, and the deformity 
seemed to progress. Various overcorrecting braces 
were applied, but these were very uncomfortable 
and gave no relief. For many years, the patient 
had worn a supporting brace during the day; this 
was comfortable and relieved fatigue. 

Ever since the deformity appeared, that is, for 
the previous thirty years, the patient had suffered 
from dyspnea and fatigue on exertion, which 
tended to progress very slowly. Two years before 
admission, during a period of unusual emotional 
and physical strain, the patient became very nerv- 
ous and suffered from extreme fatigue and dysp- 
nea on the slightest exertion, the whole culminat- 
ing in an almost complete breakdown one year 
before entry. She took a long holiday, and very 
gradually her strength returned, so that six months 
before admission she resumed secretarial work. 
Soon, however, weakness and fatigue reappeared 
and reached a point where the hands trembled 
during work and she had to rest several times 
during the short walk home, sometimes fell asleep 
at the evening meal, and seemed dazed on being 
awakened. 

The patient had occasionally noticed palpita- 
tion but no dizziness, fainting, edema, cyanosis, 
chills, fever, cough or loss of weight. Although 
shortness of breath appeared on the slightest ex- 
ertion, it was not present during rest, and she 
was most comfortable when lying perfectly flat 
on her back. 

The family history was irrelevant. The patient 
had suffered from the usual childhood diseases; 
there was no history of poliomyelitis, tuberculosis 
or rheumatic fever. An ovarian cyst had been 
removed twelve years before admission, and the 
patient stated that she had had a “heart murmur” 
for many years. 
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On examination, the patient was frail, with 
rapid, shallow breathing and deep cyanosis of the 
lips and fingers. Distended veins were present in 
the right neck, but not on the left, and no pulsa- 
tion was visible. In the spine, there was an ex- 
treme dorsal scoliosis, with the convexity to the 
right, a moderate lower dorsal lordosis and an 
upper dorsal kyphosis. The sternum was just to 
the right of the midline, and a slight depression 
was present in the right chest anteriorly and the 
left chest posteriorly. Chest expansion was poor, 
but the lungs were clear. 


Cardiac dullness extended into the entire left 
axilla and about 4 cm. to the right of the mid- 
sternal line. An impulse was felt in the left 
chest posteriorly, the rate varied between 70 and 
108, and there were occasional extrasystoles. A 
loud harsh systolic murmur was heard through- 
out the left axilla and to a lesser extent in the 
aortic area. The pulmonic second sound was 
loud, and both sounds were rasping in this area. 
The abdomen was tense, with percussion dullness 
in the right upper quadrant to the umbilicus and 
in the left upper quadrant to three fingers below 
the costal margin; no organs could be felt. There 
was no peripheral edema. Examination of the 
nervous system was negative. 

The blood pressure was 125 systolic, 80 dias- 
tolic. The temperature was 99.5°F., the pulse 
90, and the respirations 20 to 30. 


The urine showed a + + test for albumin. The 
blood revealed a red-cell count of 5,900,000 with a 
hemoglobin of 14.5 gm. (photoelectric-cell tech- 
nic), and a white-cell count of 6700. 

An electrocardiogram showed normal rhythm, 
with sinus arrhythmia in Lead 2 and a PR interval 
of 0.14 second. There were low voltage in Lead 
1, a low Rs, an elevated STs and an inverted 
Ts. There was a tendency to right-axis. deviation. 

The patient was digitalized rapidly and that 
night became irrational, restless, frightened and 
suddenly more cyanotic, with marked venous en- 
gorgement. Tourniquets were applied to the ex- 
tremities, an oxygen tent used, and later, the or- 
thopedic brace was fitted on. The next day, the 
patient’s pulse was stronger, the color better and 
the respirations deeper, although she had lapsed 


into coma with deep cyanosis and paroxysms of, 


muscle twitching in her arms and legs; a 500-cc. 
venesection had no apparent effect. On the third 
hospital day, there was some improvement, and 
the patient became coherent; on the following day, 
however, she again became comatose. An elec- 
trocardiogram showed no essential change since 
the previous tracing. Death occurred on the fifth 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


453 


hospital day. At no time were there abnormal 
neurologic signs or peripheral edema. 


DifFERENTIAL DIAGNosts 


Dr. Roserr E. Gienpy: This history, in brief, 
is that of a middle-aged woman with a 
severe dorsal spinal deformity of thirty years’ 
duration, long-standing progressive dyspnea and 
fatigue on exertion, manifest cardiac enlargement 
and, finally, an unusual train of symptoms, in- 
cluding extreme dyspnea, cyanosis, unilateral 
venous engorgement in the neck, accentuation of 
the pulmonic second sound, poor chest expansion 
but clear lungs, some ascites but no peripheral 
edema, and a normal blood pressure. It was the 
progression of these pulmonary and _ cardiovascu- 
lar signs and symptoms that resulted in her death. 
The problem therefore resolves itself into one of 
establishing the underlying factors that would 
produce such a picture. 


At the age of nine, the patient developed a 
crooked back, which was painless and without 
symptoms except for the dyspnea and fatigue 
that attended the deformity almost from the out- 
set. The chief curvature of the spine is described 
as one of extreme dorsal scoliosis. Lateral curva- 
ture of the spine may be the result of muscular 
unbalance, congenital defects of the vertebras, ir- 
regular growth of the vertebral bodies, as in rick- 
ets, and destructive lesions causing lateral collapse 
of the vertebra. Just which of these factors was 
responsible in this case is not clear. The age at 
onset rules out a congenital defect. There was 
no paralysis or other neurologic abnormality that 
would point to such conditions as spastic paralysis 
and syringomyelia. No mention is made of em- 
pyema or thoracic surgery, which sometimes pro- 
duce thoracic deformities. The irrelevant past 
and family histories, the absence of pain and the 
type of deformity are against the possibility of a 
tuberculous spine. This leaves poliomyelitis or 
some disturbance in the growth of the vertebral 
bodies as the remaining possibilities. There is no 
history of the former, but either one could pro- 
duce such a deformity of the spine, and for the 
purposes of this discussion, no further conjecture 
seems necessary. The deformity, running true 
to form, increased rapidly during puberty, in spite 
of orthopedic treatment, and because of second- 
ary changes in the thorax undoubtedly caused 
cramping and distortion of the lungs, heart and 
great vessels. 


Before developing this idea further, however, 
let us consider the history and findings for other 
cardiovascular etiologic relations. There was no 
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history of rheumatic infection, and yet the patient 
had a harsh systolic murmur, heard best in the 
left axilla, which could have been due to valvular 
heart disease (mitral regurgitation). The strongest 
argument against this is the fact that she had symp- 
toms pointing to a poor cardiac reserve for many 
years—in fact, from the very time that the 
spinal deformity appeared. This is certainly not 
the usual history of mitral regurgitation, which, 
as a rule, acts as a benign, well-compensated lesion 
for long periods before signs of myocardial insuf- 
ficiency appear. My guess is that no organic 
cause for this murmur will be demonstrated at 
autopsy other than dilatation of the heart. The fact 
that the patient was perfectly well during her early 
childhood is very much against any significant 
congenital heart lesion. From the evidence pre- 
sented, hypertension and coronary disease deserve 
no serious consideration as underlying factors, 
nor does syphilis. Therefore, in the absence of 
any of the usual etiologic factors in heart disease, 
I am forced to the conclusion that the distortion of 
the thoracic viscera secondary to the spinal deform- 
ity was the underlying cause of the trouble. Oc- 
curring so early in life, the thoracic deformity must 
certainly have impaired the development of the 
lungs. This would account for the habitual dysp- 
nea for so many years. 

The entire picture seems to conform completely 
with the syndrome described by Chapman, Dill 
and Graybiel,* which occurs in persons afflicted 
with severe deformities of the chest and spine and 
has been called by them “pulmonocardiac failure.” 
The most striking feature of their studies on a 
group of patients with scoliosis from the Ortho- 
pedic Department of this hospital was the abso- 
lute and relative reduction in lung volume. Ad- 
ditional evidence that the chief effect of this syn- 
drome is on the lungs was found in the clinical 
facts that respiratory depressants, pulmonary in- 
fection, cramped position or anything that fur- 
ther reduces pulmonary function may lead to at- 
tacks that resemble sudden heart failure. Their 
account of the symptoms and signs of this condi- 
tion include habitual dyspnea, persistently rapid 
heart rate, accentuation of the pulmonic second 
sound, right-sided cardiac enlargement (by fluor- 
oscopy), occasional right-axis deviation in the elec- 
trocardiogram and, as the disease progresses, at- 
tacks of paroxysmal dyspnea, great weakness and 
fainting, which mark the onset of pulmonocardiac 
failure. Once these severe symptoms appear, the 
interval before death is usually short. 


_*Chapman, E. M., Dill, D. B., and Graybiel, A. The decrease in func- 
tional capacity of the lungs and heart resulting from deformities of the 
chest: pulmonocardiac failure. Medicine 18:167-202, 1939 
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Without enumerating each sign and symptom 
again, I believe that this patient followed the 
clinical pattern outlined above quite closely. The 
detection of cardiac enlargement in the presence 
of severe thoracic deformity is difficult, but, judg- 
ing from the area of cardiac dullness described 
in this case, I should predict that post-mortem 
examination will show enlargement of the heart, 
particularly the right ventricle. In view of the 
age at the onset of the chest deformity, it is likely 
that the lungs were poorly developed and entirely 
inadequate for adult development. This decrease 
in actual lung substance may also be attended by 
areas of atelectasis or emphysema, or both. One 
might anticipate an infection in the lungs that 
acted as an additional precipitating factor to the 
cardiac failure, but nothing is recorded in the 
history to support this idea except slight fever 
(99.5°F.) on admission. The presence of uni- 
lateral (right) venous engorgement in the neck 
and ascites suggests that the distortion of the 
heart and great vessels may have been so great 
as to interfere with the drainage of both the su- 
perior and inferior vena cavas. 


CLINICAL DIAGNOSES 


Pulmonocardiac failure. 
Scoliosis. 


Dr. GLENDY’s DIAGNnoseEs 


Pulmonocardiac failure, secondary to cramping 
and distortion of thoracic viscera from severe 
dorsal scoliosis of obscure etiology (polio- 
myelitis or growth disturbance in vertebras). 

Cardiac hypertrophy, predominantly right ven- 
tricular. 

Maldevelopment of lungs. 


ANATOMICAL DIAGNOSES 


Kyphoscoliosis, right dorsal, extreme. 

Degeneration of anterior horn cells of spinal 
cord. 

Cor pulmonale, slight. 

Pulmonary hypoplasia. 

Acute passive congestion. 


PaTHOLocICAL Discussion 


Dr. Tracy B. Mattory: This case is a very 
characteristic example, as Dr. Glendy has pointed 
out, of so-called “pulmonocardiac failure” based 
on spinal deformity. This syndrome, which has 
been well recognized in Europe for many years, 
received very little attention in this country until 
the studies of Chapman, Dill and Graybiel. These 
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studies were important not only in calling at- 
tention to this by no means rare condition but 
also in demonstrating that the very low reserve of 
these patients is due to a marked reduction in 
all components of the vital capacity. Although 
the symptoms usually suggest right-sided heart 
failure, the degree of cardiac abnormality is usu- 
ally not very great. 

In this patient, the right auricle was greatly di- 
lated, and the right ventricle a little dilated and 
also slightly but definitely hypertrophied. The left 
side of the heart, the valves and the coronary ar- 
teries were entirely normal. The viscera were 
acutely congested, but there was no evidence of 
severe and long-standing passive congestion, such 
as one might expect in the cor pulmonale of 
Ayerza’s disease. The lungs were of normal 
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weight but small volume. The right lower lobe, 
in particular, was a mere shell, 5 to 10 mm. in 
thickness. All lobes, however, were aerated, and 
there were no foci of either atelectasis or em- 
physema. 

The cause of the scoliosis remains in doubt. 
There was no disease of the vertebras, either con- 
genital or acquired, but the spinal cord showed 
extensive loss of ganglion cells. I should have 
accepted this as evidence of old poliomyelitis, but 
Dr. Charles S. Kubik believed that the findings 
were not sufficiently typical and that some other 
neurologic disorder must be assumed. He re- 
fused, however, to commit himself regarding what 
this might be. Unfortunately, we did not have 
permission to examine the entire central nervous 
system. 
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“BUSINESS AS USUAL” 


Tue proprietor of one of Boston’s most respect- 
able bars (although associated~in no official way 
with the legal profession), a spectator of man’s 
progress onward and downward, has been credited 
with the observation that our drinking habits have 
changed. Since the immensity of our war problem 
has impressed itself on us, we have turned, 
paradoxically enough, to sober drinking. We sip 
our liquor seriously, even sadly. As our spirits 
go down, our spirits go down: this, at least, has 
been the judgment of one with every opportunity 
for an analysis of the situation. 


It is true that the task to which we have set our- 
selves has touched the lives and is affecting the 
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destinies of everyone in our country, to put it 
provincially. Many have dedicated their lives 
entirely to it, and not a few have already given 
their lives for it; many have as yet had little of 
the burden to bear, although the majority will be 
ready when each one’s way is clearly shown. Our 
thoughts are constantly colored by the changed 
atmosphere in which we live, the altered tenor of 
our ways, the anxiety of the days through which 
we are passing and the uncertainty of the relent- 
less future, when that presents its bill. 

We have been told repeatedly, by the authorities 
to whom we have delegated the regulation of our 
affairs, that we must turn completely from our sin- 
ful ways, “or else . . ..” that we must give ourselves 
entirely to the war effort, that frivolity is finished, 
profit is outlawed and “business as usual” is 
through. All of which is good, sound, wholesome 
advice, provided there does not appear so much 
scribbling on the wall that he who runs will have 
to stop and lose the race while he reads it. 

Our leaders, of course, are right, and they are 
doing a very serious and important job in a very 
serious and important manner. To a certain de- 
gree, — and we must resign ourselves to our Ameri- 
can tendency to overdo everything, — we must be 
treated like children. We must accept not only 
direction but chiding and nagging, for that is the 
parent’s anxious way. 

We must also remember, however, that too 
great an emotional concentration on a heroic task 
may have its paralyzing effect as well. There are 
still other things to do besides concentrating on a 
supreme effort and fumbling with a radio dial. 
The tension of the concentrated effort has its 
natural reaction in a temptation to dispersal of our 
energies in all other directions. What is left of 
our maligned “business as usual” may seem so trite 
that a determination equivalent to heroism is re- 
quired to get at it and get it done, but the stabiliz- 
ing value of what can decently remain of it must 
not be neglected even in the glare that comes 
from the forge of Vulcan. 


The fundamental 
sanity of also keeping our home fires burning, 
_ despite domestic fuel reduction, should not be lost 
sight of entirely. 
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CONSTITUTIONAL INADEQUACY 


CoNsTITUTIONAL inadequacy may become a new 
diagnosis to be added to the already overcrowded 
nomenclature. Alvarez* has recently called atten- 
tion to the many patients who are “always weak 
and tired and full of pains and always getting sick 
in one way or another.” They have numerous op- 
erations and repeated treatments for various organs 
of the body, and still do not get well. Several differ- 
ent types of this syndrome are outlined. Reference 
is made to asthenic persons who cannot stand much 
work, excitement or loss of rest; to the women 
who are troubled with their pelvic organs and, 
perhaps, with their glands of internal secretion; 
to those who have a poor resistance to infections 
of all kinds and a poor ability to recover from 
them; to those who become senile early in life; 
to persons whose symptoms are mainly those of an 
irritable colon; and to those who complain of 
“nervousness,” who are worrying and who are 
continually running to a physician for this or that 
minor ailment. Of course, there are many frail, 
sickly looking persons who have sufhcient energy 
to perform their daily work, or perhaps to perform 
outstanding feats in the face of all sorts of illness 
and discouragement; they are not inadequate in 
any sense of the word. 

It is a universal desire to leave no stone un- 
turned in the search for health by all the new 
developments of modern medicine. This inade- 
quacy, however, is to be suspected whenever dis- 
abilities of various kinds and feelings of great fa- 
tigue have been present for years without bring- 
ing disaster, whenever the severity of the symp- 
toms is out of all proportion to the disturbances 
found on examination and whenever the aches 
and pains are scattered too widely to be explained 
on the basis of any one lesion. It seems likely that 
the fundamental cause is in the nervous system, 
but whether a separate label beyond those already 
used is necessary for this inadequate group is a 
moot point. 


*Alvarez, W. C. Constitutional inadequacy. J. 4. M. A. 119:780-783, 
1942. 
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In the past, numerous miracles have been 
wrought by the removal of foci of infections and 
by the use of hormones, vitamins and other newly 
discovered therapeutic agents, but many failures 
are recorded and a large amount of unnecessary 
treatment has been given. This diagnosis, there- 
fore, must be used with discrimination. It is im- 
perative that the physician, especially in border- 
line cases, make a careful estimate whether the 
findings in a given patient warrant operative in- 
terference or a long course of treatment and 
whether there is a reasonable probability of bring- 
ing about real health. A full knowledge of this 
syndrome and its use in suitable cases will un- 
doubtedly lead to the avoidance of unnecessary 
therapy. But, if the diagnosis is employed, physi- 
cians must adopt a technic of explaining the situa- 
tion to their patients in such a way that the latter 
“will accept ... [the] verdict of constitutional in- 
adequacy without annoyance or rebellion and will 
decide to mend their bad psychic ways, to hoard 
their energies and to live within their limited 
means of strength.” 


MEDICAL EPONYM 


Riccs’s 


A paper read before the American Academy of 
Dental Surgery in New York on October 20, 
1875, by John W. Riggs (1810-1885), M.D., F.A.A., 
DS., of Hartford, Connecticut, entitled “Suppura- 
tive Inflammation of the Gums and Absorption of 
the Gums and Alveola [sic] Process,” has served 
to attach his name to the condition of pyorrhea. 
This appeared in the Pennsylvania Journal of 
Dental Science (3: 99-104, 1876). A portion of the 
text follows: 


This disease is called by many the disease of old age 
.. . but at the present day we find the middle aged, 
and even the young, affected by it... one by one 
the teeth become loose from loss of bony support and 
are plucked out as an intolerable annoyance. If the in- 
flammatory action be great and involve most or all the 
gum embracing the teeth, pus tinged with blood 
exudes from around the necks of the teeth on the 
slightest pressure of the lips or tongue, or in mastica- 
tion. The oral secretions become vitiated, present a 
viscid or sanious character, very abundant in quantity 
during the day, but much more so in the recumbent 
position of sleep. If the patient reposes on his side 


these exudations flow out of the corner of the mouth 
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over the pillow and present in the morning a dried, 
yellow discoloration, ofter tinged with blood and cov- 
ering a space as large as one’s hand. If the patient 
reclines on his back the diseased mass flows back into 
the fauces and is unconsciously swallowed, then to 
work a greater mischief. . . . None but the most vigor- 
ous constitutions can withstand this type of disease. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 


STATED MEETING OF THE COUNCIL 


A stated meeting of the Council of the Massa- 
chusetts Medical Society will be held in John Ware 
Hall, Boston Medical Library, 8 Fenway, Boston, 
on Wednesday, October 7, 1942, at 10:30 a.m. 


Business: 

1. Call to order at 10:30 a.m. 

2. Presentation of record of meeting held May 25 and 
26, 1942. (Published in the New England Journal 
of Medicine, issue of June 25, 1942.) 

Reports of standing and special committees. 
Appointment of an auditing committee. 
Fill any vacancies in the offices of the Society. 


Such other business as may lawfully come before 
this meeting. 


A. TicHe, M.D., Secretary 


IMPORTANT REPORTS TO BE CONSIDERED BY 
THE COUNCIL 


SurvEY OF STATE-AIDED CANCER CLINICS 


At your request, I have made a survey of the state-aided 
cancer clinics and beg to submit the following report: 

I have visited each clinic, with one exception, during 
the spring and summer and have also attended most of 
them previously. Of the one clinic not visited recently, 
I have some knowledge and have received reports from 
men who have conducted their teaching clinics. 


It is difficult to determine the value of the cancer clin- 
ics alone, for they represent only part of the state cancer- 
control program. There are twenty-three consultation 
clinics, including those connected with the state cancer 
hospitals at Pondville and Westfield. The two hospital 
clinics are excellent in every way and will not be con- 
sidered. 

In 1941, 1782 new cases of cancer were seen at the 
clinics. This is estimated to be 8 per cent of the patients 
with cancer living in Massachusetts in a year. At first 
glance, this seems a small percentage, but it is probable 
that in most cases the remaining patients are receiving 
adequate care from their own physicians, are seen in pri- 
vate consultation, or have consulted the tumor clinics 
maintained by many of the larger hospitals. Most of the 
patients seen in the clinics are impecunious, although in 
certain localities, notably Beverly, Lowell and Lynn, it 
is not unusual for physicians to refer their well-to-do pa- 
tients for consultation. 

The statistical data of the clinics for the year 1941 are 
shown in Table 1; 5117 new patients consulted the clin- 
ics, of whom 1782, or 35 per cent, had cancer. The total 
attendance was 26,118. 
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Organization 


The consultation cancer clinic is generally accepted 
as being one of the best methods of controlling the dis- 
ease. Clinics similar to those in Massachusetts have been 
set up in the rest of the country and in general follow 
the rules laid down for cancer clinics by the American 
College of Surgeons. Group consultation is advocated, 
all patients being seen by a clinician, a radiologist and a 
pathologist, but it is impossible to conform to this re- 
quirement in certain communities. The best organized 
clinics consist of a permanent committee, one of whom is 
present at each clinic, supplemented by a rotating staff 
composed of the surgeons connected with the local hos- 
pital. This setup obtains in only a few clinics, however, 
but should be more generally adopted. Each clinic has 
attached to it a full-time or part-time social worker and 
a secretary. 


Functions 


The function of the clinics is fivefold: to furnish con- 
sultation; to furnish treatment at the state cancer hospi- 
tals when it is indicated and requested; to follow up 
treated cases through the social-service worker, to de- 
termine the results of treatment, and to advise further 
procedures if necessary; to educate the public in regard to 
cancer through the knowledge that such a clinic functions 
in their community; and to educate the practitioners in 
the community in the early diagnosis and modern treat- 
ment of cancer through consultations and_ teaching 
clinics. 


Finances 


The clinics are maintained at a considerable expense. 
The budget for the year 1942 is $28,000, which is a cut 
from previous years. About half is designated for sal- 
aries for social workers ($14,260 in 1941). The appro- 
priations are placed in the hands of the committee in 
charge of the individual clinic, to be expended as in their 
judgment seems best. The other items of expense vary 
greatly in the different clinics for no obvious reason. One 
clinic has a charge of $409.70 for “traveling expenses,” 
whereas only two others have a charge under this head- 
ing, and both are under $10. I question the need of 
this expenditure. The Boston Dispensary clinic has a 
charge of $1125.20 for “diagnostic procedures” on 575 
patients, whereas charges under the same heading in 
Lynn are $41.60 for 560 patients. The Lynn clinic is as 
efficient as any in the State. This suggests on the one 
hand that the hospital, or patient, has assumed some of 
the expense of these procedures and, on the other, that 
the facilities for free diagnosis of patients with suspected 
cancer may be abused. The Beverly clinic is maintained 
at a cost of $0.67 a patient visit, whereas the cost per 
visit in Pittsfield is $6.61. Undoubtedly, economies could 
be practiced in many of the clinics, but this is the re- 
sponsibility of the committee of physicians in charge, for 
the Department of Public Health has chosen to work 
through the medical profession. It may be said that if 
only 1 life in 8 of the 1782 new patients with cancer dis- 
ease consulting the clinics in a year is saved by this con- 
sultation, a life is worth $125 in round figures. 

The expenses incurred by the clinics for 1941 are given 
in Table 2. 


Teaching Clinics 


Out-of-town physicians are invited to hold clinics and 
give a talk on some special subject two or three times 
during the year at many of the clinics. Notices of these 
talks are sent to the physicians in the neighborhood. 
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These teaching clinics are usually very well attended and, 
I believe, have an educational value. 


SUMMARY OF CLINICS 


Beverly. A well-organized and well-run clinic. The 
figures of attendance suggest a falling off in the number 
of cases seen, but I do not believe they give an accurate 
adea of the work. There are facilities for diagnosis and 


nosis and all forms of treatment. One hundred and 
fifty new patients were seen in 1941, of whom 76 had 
cancer. This is 40 per cent less than the number of 
cases seen in 1940. Two teaching clinics were held in 
1941. Unit cost per visit is $1.98. The budget is $3000. 
It is necessary to continue this clinic. 

Boston Dispensary. This is a large, active, well-run 
clinic. There has been a slight falling off in the number 


TasLe 1. Massachusetts State-Aided Cancer Clinics, 1941. 


ATTENDANCE* 
CLinIc TOTAL NEW OLD 
PATIENTS PATIENTS 
Beth Israel Hospital........... 1615 161 1454 
350 69 281 
Boston Dispensary.............. 2467 429 2038 
° 240 44 196 
Greenfield ............... rrr 51 ll 40 
104 24 80 
1077 249 828 
New Bedford ...............05 523 166 357 
err 76 25 51 
North Adams ................. 40 7 33 
Pondville Hospital ............ 9153 1503 7650 
71 
599 139 460 
282 90 192 
Westfield Sanatorium........... 6534 1229 5305 
Worcester 1153 297 856 
«a 26118 5117 21001 


PERCENTAGE ATTENDANCE 
OF CANCER No. oF OF PHYSICIANS SOctAL- 
NEW CANCER AMONG TEACHING AT SERVICE 
PATIENTS EW CLINICS TEACHING ConrtTACcTS 
PATIENTS CLINICS 
49.7 0 0 132 
8 26.1 0 0 788 
132 30.7 1 103 1666 
46.7 3 68 1031 
38.0 4 143 485 
15 34.1 4 26 746 
17 34.0 5 71 422 
12 36.3 3 41 285 
45.4 1 15 72 
13 54.2 2 29 261 
57 44.1 5 91 1217 
41 26.3 0 0 1017 
111 44.2 0 0 2752 
69 41.6 0 0 1685 
6 24.0 4 33 217 
4 57.2 0 0 181 
2 20.0 0 0 157 
515 34.2 0 0 — 
3 3767 0 0 179 
36.0 4 154 1154 
21.1 0 0 1583 
428 34.8 2 87 — 
67 22:5 1 37 2148 
1782 34.8 39 898 


*Some patients went to more than one clinic. 


all forms of treatment. Sixty-nine new patients were 
seen in 1941, of whom 18 had cancer. Unit cost per 
visit is $0.67 (the smallest of any clinic). The budget is 
$250. This clinic should be continued. 

Beth Israel Hospital, Boston. This is a large clinic con- 
_ ducted by a very competent radiologist, a pathologist be- 


of new cases seen in the past two years. Of 429 new pa- 
tients referred to the clinic in 1941, 132 had cancer. 
There are facilities for diagnosis only — none for surgical 
or high-voltage x-ray treatment. It is difficult to separate 
the patients seeking advice in the state-aided clinic trom 
those referred from the general outpatient clinic. There 


TaBie 2. Massachusetts Cancer Clinics — Total Expenditures in 1941. 


SocIAL SOCIAL CLERICAL 

NAME OF CLINIC Worker's Worker's HELP 

SALARY TRAVEL 

Beth Israel Hospital......... . $1699.92 $14.65 $782.50 
96.00 43.93 160.50 
Boston Dispensary........... 1560.00 169.33 1124.20 
800.00 500.00 469.00 
53.00 92.69 75.75 
65.55 36.92 265.17 
53.00 29.52 100.85 
143.65 29.20 85.00 
1066.26 45.08 360.00 
New Bedford .............. 1030.16 174.00 570.00 
North Adams ............. 160.00 34.68 88.00 
150.00 62.13 264.00 
Soringfield 1800.00 146.00 144.00 
1800.00 194.62 548.00 
$14260.25 $1994.02 $7674.49 


DIAGNOSTIC TEACHING TRAVEL OFFICE TRANSPOR- 
RO- CLINICS OF SupPLIES TATION OF 
CEDURES CoMMITTEE PATIENTS 
$769.84 $50.00 $18.75 
62.50 45.15 
1107.00 $431.98 27.50 52.10 
41.00 114.30 06.32 50.00 
6.00 85.00 $409.70 60.65 
47.50 248.35 180.48 14.20 
50.00 88.68 13.00 
125.00 194.85 7.20 47.80 5.00 
26.50 139.35 58.47 
9.75 50.00 44.80 
40.00 139.39 132.21 
9.00 28.39 3.10 
41.50 25.00 37.45 294.75 
168.00 111.06 60.30 
60.00 83.85 4.68 20.20 
25.00 6.06 75.00 
35.00 11.07 
52.25 6.62 
166.75 164.97 239.64 
78.16 
25.00 15.80 173.00 90.42 
$2867.59 $1781.52 $421.58 $1478.03 $663.62 


ing available at all times. The hospital has only fifty 
to sixty ward beds, the remainder of the beds being re- 
served for private patients. There are facilities for diag- 


is a charge of $1125.20 for “diagnostic procedures” for 
575 patients that might be compared with Lynn, which 
has a charge under this heading of $41.60 for 560 pa- 
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tients. Unit cost is $1.62. The budget is $3500. This 
clinic should be continued. 


Brockton. This is a relatively active clinic that does 
not function in a very satisfactory manner, probably be- 
cause of local conditions. Little interest appears to be 
taken in the clinic by the practitioners in the city. It 
is held at the Brockton Hospital, and certain of the phy- 
sicians in charge of the clinic are not on the staff of that 
hospital and their authority is therefore limited. There 
are facilities for diagnosis and surgical treatment only. 
Patients requiring radiation treatment or special investiga- 
tion are referred to Pondville Hospital. One hundred 
and thirty-five new patients were seen in 1941, of whom 
60 had cancer. This is about half the number of cases of 
cancer seen in 1935. There were four teaching clinics held 
during this year. Considering the population of the city, 
the clinic should be larger. Unit cost is $4.33. The 
budget is $2000. Brockton is relatively close to the Pond- 
ville Hospital, and unless inore interest is shown by the 
medical profession of Brockton, the advisability of dis- 
continuing the clinic should be considered. 


Fall River. This is an active clinic under the charge of 
a’ committee one member of which is usually present on 
each clinic day. On the day of my visit, five visiting 
physicians were present. There are facilities for surgical 
consultation and radiologic and surgical treatment. Be- 
sides the general clinic, there is a special gynecologic 
clinic. Four teaching clinics were held in 1941, with a 
large attendance. One hundred and forty-two new pa- 
tients were seen in 1941, of whom 54 had cancer. On the 
day of my visit, 19 patients were examined. This is 
a well-managed, active clinic, considering the fact that 
there are three hospitals in Fall River. Unit cost per visit 
Ils $1.13. The budget is $800. This clinic should be 
continued. 


Fitchburg. This is a relatively active clinic conducted 
by a permanent staff; a surgeon and a radiologist are 
usually present, but no pathologist is attached to the hos- 
pital. There are facilities for consultation and radiologic 
treatment. The clinic is somewhat hampered, for many 
of the younger men have entered the service. On the day 
of my visit, there were 10 patients. In 1941, 44 new pa- 
tients were examined at the clinic, of whqm 15 had can- 
cer. Three teaching clinics were held in 1941. Unit 
cost per visit is $1.45. The budget is $500. This clinic 
should be continued. 


Gardner. This is a well-organized and well-run clinic. 
All the practitioners in the vicinity seem interested. Dr. 
Pierce, former director, is now in service, but his place 
has been taken by Dr. Thompson. Consultation and fa- 
cilities for surgical and radiation treatment are offered. 
Fifty new patients were seen in 1941, of whom 17 had 
cancer. Five teaching clinics were held during that 
year. Unit cost per visit is $2.95. The budget is $600. 
The clinic should be continued. 


Gloucester. This is a well-organized clinic administered 
by a permanent committee and a rotating staff. It offers 
consultation and facilities for surgical treatment only. 
No pathologist or radiologist is available. The clinic is 
small, but the local men apparently take considerable 
interest in it. Forty-four new patients were seen in 194}, 
of whom 6 had cancer. Three teaching clinics were held 
during that year. Unit cost per visit is $2.33. The 
budget is $200. The clinic should be continued. 


Greenfield. This clinic was discontinued in 1933, was 
reopened in 1935, and was again discontinued in 1941, A 
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committee of the Hampden County Medical Society then 
drew up recommendations regarding the conduct of the 
clinic, and it was reopened in 1942. The chairman of the 
committee, I understand, has attended only one clinic 
during the year. On the day of my visit, no member of 
the committee was present. The city apparently wants 
the clinic, but little interest is taken in it. There are fa- 
cilities for consultation and surgical treatment only. 
Thirty-three new patients were seen in 1941, of whom 12 
had cancer. Unit cost per visit is $4.50. The budget is 
$600. If the physicians of the locality are not willing 
to support it in a more active manner, this clinic should 
be discontinued. 


Hyannis. This clinic is practically administered by one 
man and not by a committee. The physicians in the lo- 
cality are not co-operative. How much of this is due to 
the manner in which the clinic is conducted, it is im- 
possible to say. The clinic should be managed by a 
committee, but it is difficult to find men in this com- 
munity particularly interested in or having a knowledge 
of cancer. The budget is large, particularly certain items 
in the expense account (Table 2). Twenty-four new pa- 
tients were seen in 1941, of whom 13 had cancer. Unit 
cost per visit is $4.28. The budget is $700. Several 
teaching clinics were held, which were well attended. 
This clinic does not function in a satisfactory manner, and 
I should advise discontinuance except for the fact of its 
geographical situation, for it serves the entire Cape Cod 
area. It might well be reorganized. 


Lowell. This is an excellent and well-organized, well- 
run clinic in charge of a permanent committee, one 
of whom is always present, assisted by a rotating staff. 
Much interest is shown by the physicians and _ patients. 
Consultation and treatment facilities, for both surgery and 
radiation, are available. One hundred and fifty-six new 
patients were seen in 194], of whom 41 had cancer. Unit 
cost per visit is $1.74. The budget is $1500. This clinic 
should be continued. 


Lawrence. This is an active clinic in which much in- 
terest is shown by the local profession. A pathologist and 
a radiologist are available if not present at each clinic, as 
well as a clinician. There are facilities for consultation 
as well as for radiation and surgical treatment. Five 
teaching clinics were held in 1941. One hundred and 
twenty-nine new patients were seen in 1941, of whom 50 
had cancer. Unit cost per visit is $3.22. The budget is 
$1700. The clinic should be encouraged. 


Lynn. This is an active, well-run general clinic as well 
as a special genitourinary and gynecologic clinic. It has 
the support of the local physicians, many of whom refer 
their well-to-do patients for consultation. There are 
facilities for consultation as well as for surgical and x-ray 
treatment. Two hundred and forty-nine new patients 
were seen in 1941, of whom 122 had cancer. Unit cost 
per visit is $2.33. The budget is $3000. The clinic shouid 
be continued. 


New Bedford. This is a good setup and, on the whole, 
a well-run clinic. A full-time radiologist and surgeon are 
in attendance. There is consultation, surgical and radia- 
tion service. The patients are almost entirely from New 
Bedford — rarely from the surrounding towns. A_ sur- 
geon and a radiologist are present at every clinic. Many of 
the younger men who formerly attended the clinics are 
now in service. One hundred and sixty-six new patients 
were seen in 1941, of whom 69 had cancer. Unit cost 
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per visit is $2.37. The budget is $2000. This clinic 
should be continued. 


Newburyport. This clinic is not satisfactory. The 
professional standards in Newburyport are as high as those 
in any other community, but there is no surgeon or ra- 
diologist in the city or any physician with special training 
in the treatment of cancer. Little interest is taken in the 
clinic by the local men. Cancer cases requiring consulta- 
tion are sent either to Boston or the Pondville Hospital, 
or private consultation is obtained. Twenty-five new pa- 
tients were seen in 1941, of whom 6 had cancer. Unit 
cost per visit is $3.16. The budget is $300. I suggest that 
this clinic be discontinued. 


North Adams. This is a small clinic in a relatively 
small community, but the local medical profession take 
considerable interest in it and are attempting to build it 
up. Consultation and facilities for surgical treatment only 
are offered. Patients requiring special examinations or 
radiation treatment are referred to the Westfield Sana- 
torium. Seven new patients were seen in 1941, of whom 
4 had cancer. Unit cost per visit is $4.78. The budget 
is $400. I believe this clinic should be encouraged and 
supported. 


Pittsfield. This clinic is unsatisfactory. It is in charge 
of a committee but practically administered by one man, 
who takes considerable interest in it. Although Pitts- 
field is geographically the center of Berkshire County. 
the clinic is not patronized by the physicians in the dis- 
trict, who generally refer cases to either Westfield or Al- 
bany. Of 42 cancer patients from Berkshire County seen 
at the state-aided clinics in 1941, only 2 were seen first in 
this clinic. There were no patients in the clinic the day 
of my visit. One teaching clinic was held in 1941. There 
are facilities for consultation and surgical treatment only. 
Ten new patients were seen in 1941, of whom 2 had 
cancer. Unit cost per visit is $6.61 (the highest of any 
clinic). The budget is $300. I suggest that this clinic 
be discontinued or entirely reorganized. The Department 
of Public Health is investigating the situation. 


Pondville. This is an excellently run and administered 
general hospital, with an outpatient clinic for the diag- 
nosis and treatment of cancer. The clinic and hospital 
offer all forms of treatment. The hospital is handicapped 
at present by lack of nurses. The staff is permanent, and 
special clinics are held. One thousand five hundred and 
three new patients were seen in the outpatient department 
in 1941, 515 of whom had cancer. There were 9153 
outpatient visits. The clinic and hospital should be sup- 
ported and encouraged. 


Quincy. This is a small clinic in which little interest is 
taken by local men, with the exception of the pathologist. 
Patients on whom consultation is desired are usually re- 
ferred directly to Boston, and the clinic is not patronized 
by the surrounding towns. The staff is rotating, but only 
one man was present the day of my visit. Eighteen new 
patients were seen in 1941, of whom 3 had cancer. Unit 
cost per visit is $1.08. The budget is $75. I do not be- 
lieve this clinic will ever increase on account of its prox- 
imity to Boston. I suggest that it be discontinued. 


Salem. This is an active, well-run clinic. Consultation 
services are offered, as well as radiologic and surgical 
treatment. The committee in charge is active, and sev- 
eral of the members are present at each clinic. Many 
well-to-do patients are referred to it for consultation by 
local physicians. Four teaching clinics were given in 
1941, with an average attendance cf 50. Unit cost per 
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visit is $3.04. The budget is $2100. One hundred and 
thirty-nine new patients were seen in 1941, of whom 53 
had cancer. The clinic should be continued. 

Springfield. This clinic is held in the Springfield Hos- 
pital but is served by a rotating staff from the hospital 
and the other two large hospitals in the city. It does not 
give group-consultation service. The chairman of the 
clinic was not in attendance on the day of my visit but 
was reached by telephone. Many Springfield patients are 
referred directly to the Westfield Sanatorium. — Fifty-five 
new patients were examined in 1941, of whom 9 had can- 
cer. Only 12 per cent of the cancer cases from Spring- 
field are first seen at this clinic. On the day of my visit, 
4 patients were present, all follow-up cases. Unit cost per 
visit is $1.25. The budget is $2000. Considering the 
proximity of Springfield to Westfield (seven miles) and 
the lack of local interest, as well as for financial reasons, 
I believe it would be well to discontinue this clinic and 
have all patients referred to the Westfield Sanatorium. 


Westfield Sanatorium. This is a well-run fifty-bed can- 
cer hospital equipped to care for and treat any form of 
cancer and having a large outpatient clinic as well. All 
consultations are held in the general clinic on Wednesday, 
and patients are referred to the special clinics if neces- 
sary. The staff is rotating, with a permanent surgeon 
in charge. The clinic and hospital serve the western 
half of the State, and cases from the Pittsfield and North 
Adams districts are often referred here for consultation 
rather than to the local clinics. For example, in 1941, of 
the 22 cases of cancer from the North Adams district, 18 
were first seen at this clinic. One thousand one hundred 
and ninety-seven new patients were seen in 1941, of whom 
564 had cancer. The clinic and hospital should be con- 
tinued, 


Worcester. This clinic is held at the Memorial Hos- 
pital; the visiting men are in part from that hospital and 
in part from the other two large hospitals in the city. 
This is apparently the condition that exists in many of the 
larger communities supporting more than one hospital. 
The clinic interlocks with the follow-up cancer clinic of 
the Memorial Hospital. All forms of treatment are avail- 
able. Much interest is taken by several of the hospital 
staff and the clinic committee, and some research work is 
being done at the hospital. One teaching clinic was held 
in 1941, Of 297 new patients seen in 1941, 67 had can- 
cer. Unit cost per visit is $1.67. The budget is $2700. 
This clinic should be continued. 


REMARKS AND CONCLUSIONS 


The clinics must be considered a part of the cancer- 
control campaign inaugurated by the Department of Pub- 
lic Health. It is very difficult to evaluate the results of 
the work, but investigations are now being carried on in 
an attempt to determine what has been accomplished. It 
may be said, however, that the mortality from cancer 
in the State rose steadily until 1935 but has remained sta- 
tionary since that year, whereas deaths among women 
have shown a slight decrease. This is not true in the re- 
mainder of the country, although the figures for New 
York State at the present time indicate a similar drop. 

As I sce it, the conception of the consultation cancer 
clinics and the setup inaugurated by the Department of 
Public Health are excellent. The clinics are for consul- 
tation only, and patients requiring treatment are referred 
to one of the two state hospitals. Many patients, however, 
prefer to have the therapeutic procedure advised carried 
out at local hospitals if this is possible. The success or 
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failure of the clinic depends entirely on the medical pro- 
fession of the locality in which it is situated. It also de- 
pends on: the chairman of the committee, his energy and 
organizing and professional ability, and the confidence 
reposed in him by the physicians in the community; the 
co-operation of the practitioners in the district — unfor- 
tunately jealousies exist in certain communities; the in- 
terest of the local physicians; and the antagonism to 
“state medicine” felt by certain men, who, however, 
are willing to use the clinics for their impecunious pa- 
tients. 

The best setup of the clinics consists of a committee 
one of whom is present at every clinic assisted by a ro- 
tating visiting staff including a radiologist. This organi- 
zation is impossible in certain centers, and the same stand- 
ards cannot be demanded of a clinic situated in a small 
community, such as North Adams, as should prevail, for 
example, in Boston or Worcester. The activities of the 
cancer-control program and the clinics will probably be 
curtailed on account of the war. Many of* the younger 
active men are in service, and the transportation of pa- 
tients to the clinics is becoming increasingly difficult. 

So far as finances are concerned, economies could prob- 
ably be practiced in certain of the clinics, but this is the 
province of the local committees. 

The teaching clinics are very well attended on the 
whole, and the advisability of holding them more ftre- 
quently should be considered. 

My opinion of the various clinics and my recommenda. 
tions follow. It should be understood, however, that in 
judging the efficiency of the clinics the same criteria can- 
not be applied in every instance and that the classifica- 
tion between “excellent” and “good” is arbitrary. 


Approved CLINICS 
Excellent Clinics 

Beverly 

Fall River. This clinic is approved in spite of the 
facts that there are three large hospitals in the city 
and that the patients from the Truesdale Hospital 
are not seen in the clinic. 

Gardner. 

Lowell. 

Lynn. 

Pondville Hospital. 

Salem. 

Westfield Sanatorium. 

Worcester. 


Good Clinics 

Boston — Beth Israel Hospital. 

Boston Dispensary. This is a consultation clinic only. 

Fitchburg. 

Gloucester. This clinic is small, but much interest in 
it is being shown by the local medical profession. 

Lawrence. 

New Bedford. 

North Adams. This is a very small clinic, but the 
committee is attempting to build it up. 


Curnics SuBjEcT To CRITICISM 


Brockton. This appears to be an active clinic held at 
the Brockton Hospital, but certain of the men in charge 
of the clinic are not on the staff of that hospital; this fact 
hampers their efficiency. The attendance has fallen off 
half since 1935, and it does not appear to have the sup- 
port of the local practitioners. It is apparently .not un- 
common for physicians to telephone the social worker, 
asking her if it is possible for a patient to be admitted 
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to the Pondville Hospital without passing through the 
clinic. It seems unfortunate to discontinue a clinic in 
as large a center as Brockton, but unless more interest 
is shown by the local members of the profession in the 
future, this should be considered and patients referred 
directly to Pondville Hospital, which is relatively near. 

Greenfield. This clinic has been discontinued twice 
(in 1933 and 1941) since it was first opened. It was re- 
opened in 1942, and recommendations for its conduct 
were drawn up by a committee appointed by the presi- 
dent of the Hampden District Medical Society. This 
committee was then discharged, and one to conduct the 
clinic appointed, consisting of one man from Greenfield, 
one from Montague and one from Shelburne Falls. These 
men are all busy and find it difficult to give up the time 
to attend the clinic. None were present on the day of 
my visit, but I finally interviewed the chairman in Mon- 
tague. So little interest is shown that I believe this clinic 
should be again discontinued. 

Hyannis. The clinic is administered by one person and 
is small, considering the size of the territory served. The 
budget is relatively large (Table 2). Considering its 
geographical situation, it is probably necessary to con- 
tinue it, but it should be reorganized, if possible. 

Newburyport. There are many excellent practitioners 
in the city, but no surgeon or radiologist and no one 
with a special interest in cancer. In cases of suspected 
cancer, private consultations are usually obtained. The 
clinic is small, serving 25 new patients in 1941, of whom 
6 had cancer. The budget, however, is also small — 
$300. I believe this clinic should be discontinued. 

Pittsfield. This clinic, although situated in the center 
of Berkshire County, is not patronized by the local profes- 
sion, who refer their patients directly to Westfield or Ai- 
bany. Only 10 new patients were seen in 1941, and on 
the day of my visit there were no patients. Of the 42 pa- 
tients with cancer from the Pittsfield district examined 
at the state clinics in 1941, 40 were first examined in 
Westfield. The unit cost per visit is higher than that in 
any other clinic — $6.61. This clinic should be reor- 
ganized or discontinued. (The Department of Public 
Health is investigating the situation in Pittsfield at the 
present time.) 

Ouincy. This is a small clinic and is not patronized by 
the physicians in Quincy or the adjacent towns, who usual- | 
ly obtain a private consultation or refer their patients to 
one of the Boston clinics. Three new cases of cancer were 
seen at the clinic in 1941. I suggest that this clinic be 
discontinued. (Since the above was written the Depart- 
ment of Public Health has received a letter from the com- 
mittee in charge of this clinic suggesting that it be dis- 
continued. ) 

Springfield. There is a lack of interest shown by the 
physicians of the city in the clinic, and it does not appear 
to function in a satisfactory manner. Only 12 per cent 
of the cases of cancer from Springfield consulting the state 
cancer clinics are first seen in this clinic. Springfield is 
seven miles from the Westfield Sanatorium, and there 
are good transportation facilities. I believe the clinic 
should be discontinued. 

CHANNING C. Simmons, M.D. 


Report oF COMMITTEE ON CANCER 


In accordance with the vote of the Council, requested 
by this committee in May, the President appointed Dr. 
Channing C. Simmons to investigate and report on the 
state-aided cancer clinics. This report has been presented 
to the secretary of the Society, and the Committee on 
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Cancer makes the following comments and recommenda- 
tions based on it. 

The committee desires to commend the diligence, effort 
and thought that have gone into the preparation of Dr. 
Simmons’s report. Only one with his long experience 
in the cancer field could grasp the many problems and 
assay the work that is being done. 

It gives great satisfaction to the committee to realize 
from this report the excellent work that is being done 
throughout the State by the members of the Society in the 
field of cancer. The whole-hearted co-operation of the 
medical profession with the Department of Public Health 
in this field has done much to make Massachusetts the 
leading state in cancer control. 

Several facts are apparent both from Dr. Simmons’s re- 
port and from general experience. 

The mere existence of a cancer clinic in the community 
is useful, entirely apart from its own work, in bringing 
to the minds of laymen and physicians alike the problems 
connected with cancer, its diagnosis and its treatment. 
This indirect value of the state-aided cancer clinic to the 
community in which it is located is a factor that must be 
kept in mind in evaluating the work of any specific clinic 
and in weighing the advantage to the community as a 
whole of its continuance or discontinuance. 

The committee is well aware that at times the two state 
cancer hospitals, with their outpatient clinics, may appear 
to encroach on the field of nearby diagnostic cancer clinics. 
However, it is the opinion of this committee, as it is 
of the Department of Public Health and the staffs of the 
state cancer hospitals, that there should be no such en- 
croachment, and every effort is being made to prevent it. 
The function of the cancer hospitals and their outpatient 
clinics is to supplement rather than to supplant the state- 
aided diagnostic clinics. 

With the difficult times ahead, when transportation 
becomes more and more a problem, the value of the 
regional distribution of the state-aided cancer clinics will 
become more and more apparent. 

To those members of the medical profession who have 
given their time and effort over the years to the carrying on 
of these clinics, the Society as a whole and every citizen 
of the State owe a debt of gratitude. 

Dr. Simmons’s report is largely based on the viewpoint 
of service to patients. That, in the last analysis, is the 
yardstick by which the accomplishment of the clinics must 
be measured. However, other criteria must be employed: 
the indirect value of the clinic in the community; the role 
that it may play with the changing conditions of war; 
and the value that it may have under difficult conditions 
of transportation. The value of the clinic as a center of 
postgraduate education in cancer must also be given seri- 
ous consideration. 

On the other hand, one must consider the increasing 
proportion of money flowing into the war effort and re- 
lated fields, and the expenditures of the clinics must be 
carefully weighed against their utility to their communities 
and to the State. 

Considering Dr. Simmons’s report as a whole in its 
relation to these facts, the Committee on Cancer presents 
to the Council the following recommendations: 


That the Council thank Dr. Simmons for his services. 


That it is advisable to suggest to the Department of 
Public Health the maintenance of existing clinics with 
the following exceptions: the state-aided clinics at 
Quincy and at Newburyport should be discontinued. 

That particular study be made of the clinics in Brock- 
ton, Greenfield, Pittsfield, Springfield and Hyannis to 
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determine whether they can be more active and of 
greater service to their communities. (The physicians 
in these communities are now being interviewed to 
obtain their opinions of the clinics and. their sug- 
gestions. ) 

SHIELDS WarREN, M.D., Chairman 


COMMITTEE ON -MATERNAL WELFARE 


Case History: SEPTICEMIA AND DEATH 
FOLLOWING INTERNAL PODALIC VERSION 


A twenty-four-year-old primipara, who had had 
adequate and intelligent prenatal care, when about 
five months pregnant developed pyelitis, which 
subsided with treatment and did not recur. The 
past history was irrelevant. Labor began at term 
after spontaneous rupture of the membranes, and 
a forceps delivery was attempted after full dila- 
tation. Since the position was posterior and the 
head could not be rotated, an internal podalic 
version was done. At the time of this procedure, 
the cord was not pulsating. The third stage of 
labor, after delivery of a stillborn infant, was un- 
complicated. On the day after delivery, the tem- 
perature rose, and in spite of two transfusions and 
sulfanilamide therapy, the patient died of septi- 
cemia ten days after delivery. Several blood cul- 
tures were reported to be negative. Autopsy re- 
vealed post-partum endometritis, with septicemia 
and early general peritonitis. 


Comment. It is unfortunate that the ineptness 
of the operator resulted in an unsuccessful forceps 
delivery. Undoubtedly, a trained obstetrician 
could have successfully delivered this patient with- 
out resorting to internal podalic version, which 
was performed after it was known that the fetus 
was not viable. It is probable, although not neces- 
sarily so, that the trauma of the internal podalic 
version was an element in the subsequent sepsis. 
When the fetal heart has ceased to pulsate, it is 
probably much better obstetrics to do a craniotomy 
than to resort to internal podalic version, a more 
difficult procedure. 

This fatality occurred before  sulfanilamide 
therapy had been intelligently worked out, and 
it quite possibly was not given so effectively then 
as it would be now. In spite of the fact that all 
blood cultures were reported to be negative, there 
is no evidence that a culture from the uterus was 
taken as a basis for sulfanilamide therapy. Sepsis 
may well occur without any operative procedure 
as a causative factor. It is too much to hope that 
chemotherapy will prevent such obstetric fatalities, 
but certainly intelligent chemotherapy combined 
with immune transfusions will reduce the rate 
very materially. 
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DEATHS 


JACKSON — Ouiver H. Jackson, M.D., of Fall River, 
died June 1. He was in his seventy-first year. 

Dr. Jackson received his degree from Long Island Col- 
lege of Medicine in 1894. He was ophthalmologist at the 
Union and St. Anne hospitals and consulting ophthalmolo- 
gist at the Fall River General Hospital. He was a mem- 
ber of the American Laryngological, Rhinological and 
Otological Society, the New Ehgland Ophthalmological 
Society and the New England Otological and Laryngologi- 
cal Society, and a fellow of the American College of Sur- 
geons, the Massachusetts Medical Society and the Ameri- 
can Medical Association. 


O'TOOLE — Joun L. O’Toort, M.D., of Haverhill, died 
September 2. He was in his sixty-fifth year. 

Dr. O'Toole received his degree from Tufts College 
Medical School in 1908. He was medical examiner for 
the fourth district of Essex County, and a former member 
of the Massachusetts Medical Society and the American 
Medical Association. 


WALSH —Cuartes J. M.D., of Gilbertville, 
died September 6. He was in his eighty-fourth year. 

A native of Barre, Dr. Walsh received his degree from 
College of Physicians and Surgeons, Baltimore, in 1893. 
He was a member of the Massachusetts Medical Society 
and the American Medical Association. 

A brother and two sisters survive him. 


WAR ACTIVITIES 


PROCUREMENT AND ASSIGNMENT SERVICE 


The Directing Board of the Procurement and Assign- 
ment Service for Physicians, Dentists, and Veterinarians, 
has recently adopted a formal resolution expressing its 
appreciation of the services rendered by Lieutenant Colonel 
Sam F, Seeley, who has been transferred to military duty. 
The text of the resolution is as follows: 


The transfer of Lieutenant Colonel Sam F. Seeley 
from his connection with the Procurement and As- 
signment Service to active military duty causes a 
great loss. Lieutenant Colonel Seeley, who has acted 
as executive officer since the beginning of this service, 
has been transferred to military duty, which is in 
keeping with the policy recently adopted by the War 
Department. His training and experience with the 
Medical Corps of the Army in his professional capacity 
amply justify such a step. 

The Directing Board of the Procurement and As- 
signment Service wishes to take this opportunity of 
expressing to the Surgeon General of the United States 
Army its very deep appreciation for the valuable serv- 
ice that Lieutenant Colonel Seeley has rendered during 
its period of organization and functions. 

The Directing Board expresses to Lieutenant Colonel 
Seeley its deep appreciation for the great sacrifice that 
he has made in dislocating himself from actual military 
duty to serve with us in an executive capacity. He has 
been most unselfish, and has given unstintingly of his 
time, energy and patience in helping to solve many 
of the problems connected with the functioning of the 
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Procurement and Assignment Service. He has not only 
labored faithtully at our office in Washington, but he 
has traveled over the United States, making contacts 
with many of his professional conferees and explaining 
to them the purpose for which the Procurement and 
Assignment Service was organized. His services have 
been most valuable and have helped to take us a long 
way in accomplishing the objectives for which the serv- 
ice was created. 

The Directing Board expresses to Lieutenant Colonel 
Seeley its gratitude and thanks for his unselfish devotion 
to the organization of the Procurement and Assignment 
Service and wishes for him the greatest success in his 
new assignment. 


Frank H. Laney, M.D., Chairman 
Harvey B. Stone, M.D. 

Harovp S. Dien, M.D. 

James E. Pautiin, M.D. 

C, Wittarp Camatirr, 


MISCELLANY 


PEPTIC-ULCER FILM AVAILABLE 


The first complete motion-picture film on peptic ulcer, 
in color and with a sound track, is now available for 
showings before groups of physicians. The film is entitled 
“Peptic Ulcer” and was produced under the direction of 
the Department of Gastroenterology of the Lahey Clinic, 
Boston. The American College of Surgeons has awarded 
its seal gf approval to the film. The running time is 
forty-five minutes, and the film covers a presentation of 
the following problems of peptic ulcer: pathogenesis, di- 
agnosis, treatment, pathology, complications, including ob- 
struction, hemorrhage and perforation, and gastric-ulcer 
and jejunal-ulcer surgery. 

Arrangements for a showing of the film before medical 
groups may be made by writing to the Professional Service 
Department, John Wyeth and Brother, Incorporated, Phila- 
delphia, who will provide projection equipment, screen, 
film and operator, without charge. 


NOTES 


It is with great regret that the Journal records the death 
of Helen Matilda Bowers, wife of Dr. Walter P. Bowers, 
managing editor of the Journal for many years. Mrs. 
Bowers, who was eighty-five years old, had been in poor 
health for several years and had been confined to her home 
in Clinton. 


The appointment of Dr. Roy D. Halloran, superintend- 
ent of the Metropolitan State Hospital, Waltham, Massa- 
chusetts, as chief of the Neuropsychiatric Division of the 
United States Army, with the rank of colonel, has recent- 
ly been announced. Assigned to the Surgeon General's 
Office, Dr. Halloran will co-ordinate neuropsychiatric 
services in the Army, both in this country and overseas. 
He assumed his new duties on August 17, 


Dr. Henry A. Christian, Hersey Professor of the Theory 
and Practice of Physic, Emeritus, has been invited by the 
President and Fellows of Harvard University to return | 
to active duty to give clinical instruction; he has also been 
appointed visiting physician at the Beth Israel Hospital, 
Boston. 


(Notices on page ix) 
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